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Simon on Clinical Diagnosis fai. 


By Means of Laboratory Methods 


OR A QUARTER OF A CENTURY this work has been a classic and a standard authority. The new (10th) 
edition further strengthens its preeminent position. Larger by 273 pages and 21 illustrations than the 
previous edition, it contains a wealth of new material and is the last word on Clinical Diagnosis. 
PARASITOLOGY is today a subject of major importance and this entire section has been rewritten. It now 

constitutes both a useful and reliable vade mecum and particularly meets the wants of field workers, students 
and general practitioners. The section on BLoop CHEMIsTRY has been greatly enlarged and covers fully the 
remarkable development of those important microchemical methods introduced by Dr. Folin and his collabo- 
rators. Many changes also have been made in the section on URINE owing to the numerous and recent im- 

provements in technic. 

The section on SEROLOGY OF THE BLOoop has been entirely rewritten. The Wassermann technic, as practiced. 
and taught by Dr. Simon, as well as NoGuUCHI’s two methods, have been presented in such detail that the sero- 
logical beginner should find little difficulty in obtaining satisfactory results. Included also here is the latest 
technic suggested by Sacus-Greorat and MeINicKe for the diagnosis of syphilis. To the description of BLoop 
Typinc METHODS a special section has been devoted. The most modern and most sdependable RENAL FUNC- 
TIONAL TESTS are described and the indication for their use and their relative values discussed in detail. 
Renruss’ fractional gastric juice analysis and Lyon’s bile studies are fully presented. 

The section on the preparation of CuLTURE MepIA—both for bacterial and protozoal work—has been much 
enlarged. To sum up, the book contains richly illustrated descriptions of every known morphological, physio- 
logical, chemical, pathological, parasitological, bacteriological and serological methods of the examination of 
the various fluids, tissues and organs of the human body, under conditions of disease. As a work of reference, 
it will take the place of a small libraty. As heretofore the first part of the book deals with technical questions, 
and the second with the collective presentation of the laboratory findings and their application in the various 
diseases under their corresponding headings. 

By CHARLES E. SIMON, B.A., M.D., Professor of Clinical Pathology and Physiological Chemistry, Univer- 
sity of Maryland Medical School and the College of Physicians and Surgeons, Baltimore, Maryland. Octavo, 
1125 pages, with 233 engravings and 23 —. Cloth, $9.00, net. 
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By ALBION W. HEWLETT, M.D., Professor of Medicine, Leland 
Stanford University. New edition, revised. 716 pages. Cloth. 
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tology in the University of Illinois; Dermatologist to St. Luke’s 

and Cook County Hospitals, Chicago, etc. Third Revised Edi- 

pose 1248 pages. With 54 plates and 466 other illustrations. 
oth. 
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WORTH REEVE BUTLER, M.D., SC.D., LL.D., Senior Physician to 
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pital and Medical School; assisted by CAROLINE WORMELY LATI- 
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bles, etc. Flexible Cloth. Price $5.50. 
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Put your finger on the article you want 
when you want it! 


The wonderful resourcefulness of the Medi- 
cal Interpreter is made 100% accessible 
through its system of automatic indexing, 
that puts you in immediate touch with the 
article sought. You can “put your finger on 
the article you want when you want it” 
without delays or bewildering searches 
through complex indexes. 


The typographic work in the Medical Inter- 
preter is most beautifully done; the type 
large and clear, set off with wide white mar- 
gins; making it an immediate invitation to 
read without eye strain even in indifferent 
light. No small closely set type to make you 
squint at and strain your eyes; therefore 
making the invaluable information it con- 
tains easily read; and the more intelligently 
read because of its splendid legibility. Doc- 
tor, you have no books or medical journals 
that compare or conflict with the Medical 
Interpreter. The bigger the Doctor, the bet- 
ter he likes the Interpreter; because herein 


is contained “Applied Articles”—the abso- 
lutely proven facts as they have been suc- 
cessfully demonstrated by the highest medi- 
cal authorities in the world; and which you 
can adopt at the sick-bed with the feeling of 
confidence that you are following sound prin- 
ciples. 

The Medical Interpreter is enthusiastically 
and repeatedly endorsed by the leading med- 
ical journals of America, and by the highest 
medical authorities in the country; men who 
stand out before the world in their profes- 
sion and whose names are synonymous with 
the greatest advancements in the science of 
medicine and surgery. 


If you are a subscriber to the Medical Inter- 
preter you will yourself endorse these 
statements. If not, you owe it to your- 
self to sign and mail the coupon to us, 

so that we may be able to place before 

you the real facts and particulars 

about this incomparable service. 


“If it's NEW—it’s in the MEDICAL INTERPRETER—” 


—A SERVICE— 


MEDICAL INTERPRETER CO. 


U. S. Post Office—U St. Station 


1440 U St., N. W. 


WASHINGTON, D. C., U.S. A. 
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NEW LIPPINCOTT BOOKS 


Howard—Practice of 
Surgery— 


This practice covers the subject as 
taught and practiced at the celebrated 
London Hospital—a complete and 
thoroughly practical volume by RUS- 
SELL HOWARD—1275 pages—8 col- 
ored plates—542 text illustrations— 
third edition—$7.00. 


Feer—Pediatrics— 


A celebrated text book by nine Eu- 
ropean and seventeen American Pedi- 
atricians. No similar one-volume 
work appears in our language. A 
distinct advantage is the concise treat- 
ment of the subject matter. Arrange- 
ment is such that no time is lost in 
referring to any one descriptive pas- 
sage. Etiology, Pathology, Symp- 
tomatology treatment are all com- 
plete. Discussions of individual dis- 
eased conditions are absolutely de- 
pendable, and the therapeutic meas- 
ures advised are in line with the most 
recent accepted usage—917 pages—262 
illustrations—$8.50. 


Heisler—Dissector— 


Of service not only to the dissector 
and advanced student, but to the prac- 
titioner who may desire a brief expo- 
sition of the facts of anatomy from 
the topographical point of view. In 
the references throughout the text to 
the work of dissection, though in- 
tended for the convenience of the stu- 
dent, we have to emphasize the rela- 
tionship of structures—792 pages—366 
illustrations, of which 225 are in 
color—third edition—English, $6.50. 


Emerson—Clinical Di- 
agnosis— 


An entirely new book with the same 
title and by the same author of a most 
successful work of ten years ago. As 
in previous editions, it is not merely 
a manual for laboratory workers, but 
is intended especially for medical stu- 
dents and practitioners of Internal 
Medicine. It has new sections on Se- 
rology, Bacteriology, Chemistry of the 
Blood and of the Spinal Fluid—726 
pages—156 illustrations—fifth edition, 
entirely rewritten and reset—$7.50. 


Fuchs—Ophthalmol- 
ogy— 


Entirely rewritten and rearranged in 
a logical order so that the relations 
between the separate parts of the sub- 


ject shall be made most clear. 
Changes are so numerous as to occur 
practically on every page. Trans- 
lators had the benefit of consultation 
with Dr. Fuchs in a comparison with 
a thoroughly revised thirteenth Ger- 
man edition. Chapters on Refraction 
are entirely remodeled and much aug- 
mented. It is the most thoroughly re- 
vised edition of FUCH’S celebrated 
work ever issued—997 pages—455 il- 
lustrations—seventh edition—$9.00. 


Flagg—Anaesthesia— 


This well-known text book has been 
carefully brought up to date with de- 
lections, corrections and additions. 
With a complete description of the 
Haemoxometer which affords a simple 
clinical means of reading the oxygen 
content of the blood—371 pages—136 
illustrations — colored frontispiece — 
third edition revised—$4.50. 


Keen—I Believe in God 
and in Evolution— 


This remarkable book by a remark- 
able surgeon and author gives a ring- 
ing answer to a vital question. With 
brilliant logic, he answers the per- 
plexing questions relating to the or- 
igin of man and shows that Darwin- 
ism and Evolution are wholly inde- 
pendent of each other—12 mo.—100 
pages—$1.00. 


Ely—Inflammation in 
Bones and Joints— 


A distinctly personal book, based on 
the results of original research and 
work in the pathological laboratory 
and co-relation of this work with clin- 
ical findings. A truly practical and 
delightfully written book on a very 
important subject by LEONARD W. 
E Stanford University—426 pages 
—144 illustrations—$6.00. 


Moore—Nutrition of 
Mother and Child— 


Emphasis has been placed upon breast 
feeding vitamines and the mineral 
content of the diet. In the chapter 
on breast feeding, nothing is included 


McDonald—Essentials 
of Surgery— 


This unique text for nurses does not 
cover surgical technic. It is written 
in the belief that a nurse can more 
intelligently assist in the care of her 
patients if she has a reasonable con- 
ception of the conditions present and 
of the indications to be met. It cov- 
ers the general principals of surgical 
diseases and the pathological changes 
which result—more important surgi- 
cal lesions involving special regions of 
the body, including gynecological, sur- 
gical lesions, all simply presented— 
265 pages — 49 illustrations — second 
edition—$2.50. 


Broadhurst—How We 
Resist Disease— 


Designed as a brief introduction to 
the field of immunity. Prepared for 
nurses who are interested in so many 
practical applications of the subject. 
The work covers in a general way 
the most important preventive and 
curative practices. Wherever possi- 
ble, general directions of process re- 
garding actions, etc., have been used 
—with a glossary—248 pages—138 
illustrations—4 colored plates. 


Bliss and Olive—Phys- 
ics and Chemistry 
for Nurses— 


It is completely revised and rewritten 
and conforms to the Standard Curric- 
ulum of the National League of 
Nursing Education. The original 
authors have had the advantage of 
the collaborations of FRANCES W. 
WITTE — ETHEL JOHNS — SR. 
MARY ALMA—ALICE L. LAKE— 
STELLA ACKLEY—ADELAIDE M. 
LEFFINGWELL. It covers the spe- 
cial applications of physics and chem- 
istry to nursing, carefully limiting 
the material to the brief time allot- 
ted to the course in the Standard Cur- 
icul There has been a consid- 


which has not been tested and proven 
of practical value. Written by C. 
ULYSSES MOORE, University of Or- 
egon, with menus and recipes by 
MYRTLE JOSEPHINE FERGUSON, 
Iowa State College—227 pages—$2.00. 


erable elimination of material from 
other editions and the work stresses 
the importance of suitable laboratory 
work of practical value—third edition 
—239 pages—70 illustrations—$2.50. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 
16 John St., Adelphi 


PHILADELPHIA: Since 1792 
East Washington Square 
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Volume of 1922—Ready in March 


CLINICS and COLLECTED PAPERS 
of ST. ELIZABETH’S HOSPITAL 


RICHMOND, VIRGINIA 
Contributed by Members of the Staff 
575 Pages—250 Illustrations—Price, silk cloth, $7.50 
Edition Limited—Place Your Order Now 


Every Southern Physician Should Be Proud of This Work 

This is the first volume of an annual issue of “Clinics and Collected 
Papers of St. Elizabeth’s Hospital, Richmond.” It includes many clinics 
which have not before been published and the collected papers from mem- 
bers of the staff. These represent the best of the published work of the 
staff during the last few years. The volume includes not only the recent 
scientific work on medicine and surgery, but many very practical points 
that should be of interest to every general practitioner and to every sur- 
geon. The volume is abundantly illustrated by Helen Lorraine. 


C. V. MOSBY COMPANY — Publishers 
508 North Grand Blvd. ST. LOUIS, MO. 


RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental 
fees, or patients may be referred to us for treatment 
if preferred. 
| Careful consideration will be given inquiries con- 
cerning casesin which the use of Radium isindicated. 


BOARD OF DIRECTORS 


William L. Baum, M. D. Wm. L. Brown, M. D. Frederick Menge, M. D. 
Louis E. Schmidt, M. D. Thomas J. Watkins, M. D. 


The Physicians Radium Association 


1105 Tower Building, 6 N. Michigan Ave. 


Telephones: Randolph 6897-6898 William L. Brown, Managing Director 
CHICAGO, ILL. 
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Spring pollens 
bring Allergy’s 
manifestations 


QUIBB ALLERGENS offer a safe and 
effective means of diagnosing those idiosyn- 
cracies responsible for many of the common and 
obscure diseases of the skin and upper air passages. 
The value of the Allergens in the anti-anaphyl- 
actic treatment of such sensitization through de- 
sensitization is now thoroughly established. 


With Spring come many of the flowers and gar- 
den products known to produce such sensitiza-. 
tion. Every physician will find abundant need 
for these valuable diagnostic agents during the 
coming Spring months. 


The Squibb Allergens are highly concentrated 
proteins from food, pollens, and other common 
materials with which man is daily brought into con- 
tact, especially purified for diagnostic purposes. 


The Group Allergens, or combinations of those 
proteins producing similar clinical manifestations, 
represent a distinct advance in diagnostic technic, 
They simplify the diagnosis by reducing the 
number of tests required to a minimum. 


Write for complete descriptive literature and lists of 
Squibb Allergens and Group Allergens now available. 


E-R: SQUIBB & SONS, NEW YORK 
MANUFACTURING 


CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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ADIUM 


STANDARD CHEMICAL CO. 


“Know the Company from Which You Buy” 


PERMANENCE 


—— the permanence of the Company marketing Radium, for it has an important 
bearing on the service that can be expected. The long honorable record of the Standard 
Chemical Company, its extensive possessions of Mineral Lands, its Reduction Mills, 
Laboratories and other physical assets are convincing evidence of stability and permanence. 


SOME POINTS OF OUR SERVICE 


Necessary instruments and screens for the safe hand- “RADIUM”—a quarterly journal, the oldest publi- 
ling and application of radium. cation devoted exclusively to the therapeutics of radium. 


A comprehensive and scientific course of instru@ion | Complete installations of the latest apparatus for the 
in the physics and therapeutic use of radium. collegtion, purification, tubing and measurement of 


A loose-leaf Compendium of Abstracts of professional radium emanation. 
papers, showing the technic and results of radium | Medical and technical experts always available for 
treatment, with supplements as issued. conference or for advice by letter. 

Skilled assistance in seeking lost radium. 


RADIUM CHEMICAL CO. 


PITTSBURGH, PA. 
BOSTON NEW YORK CHICAGO SAN FRANCISCO 


[ The Management of an Infant’s Diet = 


Constipation 


Constipation in infancy is a symptom that should not be passed over lightly, 
for deferred elimination of the waste products of digestion, especially if allowed to 
become chronic, may lead to digestive disorders difficult to correct. Loss of appetite, 
disturbed sleep, a slow gain in weight and a generally uncomfortable baby are some 
of the early signs that are likely to = observed, as well as a change in the consistency 
of the infant’s previously normal stool. 


The Mellin’s Food Method 
of Milk Modification 


offers a very good Sonavamny to accomplish much toward the relief of infantile 
constipation, for by the employment of this method the physician may study the 
effect of different food elements upon the individual infant and draw a satisfactory con- 
clusion as to the real cause of declared bowel movements. In the chapter on “Stools” 
in our book, “Formulas for Infant Feeding,” and in a pamphlet devoted articularly 
to this subject, practical suggestions are made that will be found of material assistance, 
and this literature will be sent to any physician upon request. 


Mellin’s Food Company, Boston, Mass.) = 
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and 
Medical Standards 


T was one thing to discover X-rays 
and to show how they penetrated 
tissue; it was another to devise appara- 
tus that would enable the physician to 
apply X-rays in diagnosing and treating 
disease. 


The Victor X-Ray Corporation may 
fairly claim to have made very impor- 
tant contributions to this branch of 
medical science, all serving to bring the 
X-ray machine to its present stage of 
perfection. The Coolidge tube and the 
Victor-Kearsley Stabilizer are two ex- 
amples; both were developed in the 
Research Laboratories that stand be- 
hind the Victor X-Ray Corporation. 


The whole object of the researches, per- 
sistently and systematically conducted 


Mont 


ital, 
ity. 


Radio- 


Victor Eeutaped. 


in behalf of the Victor X-Ray Corpora- 
tion, is to meet the requirements cf the 
medical profession. In its factory it 
lives up to the high standards set up by 
physicians; it manufactures only appa- 
ratus embodying principles approved 
by physicians themselves. 


Furthermore, the Victor X-Ray Cor- 
poration has always placed at the com- 
mand of physicians its vast accumulated 
store of electrical and physical knowl- 
edge, its wide experience in manufac- 
turing X-ray apparatusand in installing 
that apparatus in the leading hospitals 
and physicians’ offices. To that end, 
Service Stations are maintained in the 
principal cities, so that Victor users 
may have convenient access to these 
unequaled facilities. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago, Ill. 
Sales Offices and Service Stations in All Principal Cities 
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A BIBLIOGRAPHY ON THE MEDICAL USES 
OF RADIUM 


A complete bibliography of articles published throughout the world on the 
medical uses of radium is ready for distribution. We have had this bibli- 
ography compiled for us by the American Institute of Medicine so that we 
might send to our customers as valuable a work as possible—one entirely 
free from commercialism. 

The American Institute of Medicine has prepared for us also a second 
volume containing selected extracts from these papers, which includes those 
to which physicians will most frequently refer. 


POST GRADUATE COURSES INDIVIDUAL COOPERATION 
For the assistance and advice of Several prominent practitioners 
our customers we arrange for their have —, to our referring to 
attendance at post graduate courses them for their direct answers any 


a ae inquiries of our customers on ther- 
now conducted in different parts of apeutic questions. Advice and in- 
the country by institutions espe- 


: 4 : struction regarding the physics of 
cially proficient in radium therapy. radium will te our 
own staff which includes one of the 
foremost radium physicists in the 
world. The resources of our chem- 
ical laboratory are also at the serv- 
ice of our customers. 


We do not employ medical men to 
teach this work which manifestly 
must be handled by the best prac- 
titioners with complete clinical fa- 
cilities, 


Our new price for radium will be sent upon application. 


These volumes will be sent free to customers. 
A nominal charge to cover cost will be made to others. 


United States Radium Corporation 
. 58 Pine Street, New York City 


Factories: Orange, N. J. 


Mines: Colorado, Utah 
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lA new pain-relieving hypnotic 
Hypnodyne, Abbott 


(List No. 1356) 


Hypnotics as such are quite ineffective for pro- 
ducing sleep when pain keeps the patient awake. 
But a combination of Barbital (grs. 
2) with acetphenetidin (grs. 2) and 
caffeine citrate (gr. 14) does the work 
nicely. An ideal anti-pain tablet is 
this. We predict a large demand for 

it. 


Bottle of 100. Price $1.28 net. 


A favorite remedy in Europe for Headache 
Amidopyrine, Abbott 


(List No. 1357) 


For years the favorite analgesic and antipyretic in 
Europe, under the name of pyramidon. For relief of 
headaches, migraines, neuralgias, neuritis and other 
painful conditions. Acts with a more lasting effect 
than.the coal-tar drugs commonly used in this country. 
Also considered less depressant and on the 
whole safer. A single dose usually suffices for 
24 hours. 


In 5-grain tablets. Bottle of 100. Price, g a 
$2.10 net. 


Have your druggist stock these excellent new items or order from us direct. 


THE ABBOTT LABORATORIES 


4753 RAVENSWOOD AVE., CHICAGO 


31 E. 17th Street 559 Mission Street 234 Central Bldg. 420 South San Pedro St. 
NEW YORK SAN FRANCISCO SEATTLE LOS ANGELES 
TORONTO BOMBAY 


For Prices in Canada, Apply to Our Canadian Branch, 221 W. Richmond Street, Toronto 
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To the Medical Profession of Alabama: 
GILLILAND 
BIOLOGICAL PRODUCTS 


The Gilliland Laboratories is the only firm author- 
ized by the Alabama State Board of Health to sell and 
distribute State Label Biological Products at special 
prices. 


Gilliland Products may be obtained from State Dis- 
tributing Stations. If unable to obtain our Products in 
your locality, send your orders direct to our Montgomery 
Office, 517 Dexter Ave., where they will be given prompt 
attention. 


Specify The GILLILAND Label. GILLILAND 
Products are used and approved by your State Board of 
Health. 


THE GILLILAND LABORATORIES 


Producers of Biological Products 


MARIETTA, PENNA. 
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APPLICATORS 


“The Mark of a Complete and Careful Radium Therapeutic Service 


Completely Equipped for 
Radium Therapy 


We supply our clients with the most complete line of appliances Furnished by 
radium companies today. There is no extra charge for these accessories, 
which represent only a part of our Radium Service. 


Semple ¢ copies 0 of our r monthly publication, THE RADIUM THERAPIST, will be supplied on request 


The Radium Company of Colorado 
RADIUM BUILDING, DENVER, U.S. A. 
BRANCH OFFICES 


San Francisco: 582 Market St. Chicago: 853 Peoples Gas Bldg. New York: 244 Madison Ave. 
Paris: 118 Avenue des Champs Elysees 


Ideal 


Hay Fever 


Treatment 


The 15-dose series of 
Mulford Pollen Extracts 
in ever-ready Hypo-Units 


MULFORD HAY FEVER POLLEN EXTRACTS are the specific pollen proteins in 
refined form, accurately standardized in terms of pollen units. 


The MULFORD HYPO-UNIT package is the last word in con- 
venience, safety and accuracy. Each Hypo-Unit contains one 
accurately measured dose, and is sterile and completely as- 
sembled, ready for instant use. 


H. K. MULFORD COMPANY, PHILADELPHIA, U. S. A. 


BIOLOGICAL LABORATORIES 


ike Colorado’ Greatest Peak-Pre-eminent and Everlasting 
RADIUM 
thy Poll § at Oley 
| 
56331 
| THE PIONEER 
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SPECIALIZED PICTURE SCREEN SERVICE 


FOR 


PHYSICIANS, SURGEONS, DENTISTS j 


THE VICTOR PORTABLE STEREOPTICON 
for regular or daylight projection. 
VICTOR LANTERN SLIDES 


in lecture sets on health and scientific topics, for 
rental or sale—4000 anatomical slides—slides made to 
order from any kind, size or form of illustrations or 
charts. 


Inquire for complete information. 
You will like Victor Service. 


VICTOR ANIMATOGRAPH COMPANY 


297 Victor Building 
DAVENPORT—IOWA—U. S. A. 


OUR CATALOG 
Just Off the Press. 


It is really an encyclopedia picturing 
and giving prices on such items as 
the hospital and surgeon need every 
day of the week. 


Write for a copy. 


Separate Catalog for Sterilizers. 


Surgical Selling Company 


Wholesale Hospital Supplies 
65 Forrest Ave. Atlanta, Ga. 


PINE-CREST MANOR 


SOUTHERN PINES, N. C. 


For Care and Treatment of the Tuberculous. 


Pine-Crest Manor is located one mile from 
town limits of Southern Pines. Site of 
buildings on crest of hill, surrounded by long 
leaf pines, overlooking Southern Pines Coun- 
try Club and Golf Links. 

An ideal all-the-year round climate. Nei- 
ther too cold in winter nor too warm in sum- 
mer, dry and invigorating the year round. 

All buildings new and modern throughout. 
Completely equipped. Our own farm, poul- 
try and dairy products. Excellent cuisine. 

Rates range $25.00 to $50.00 a week. De- 
scriptive booklets upon request. Address 
for further information 


DR. J. W. DICKIE, 
Medical Director, 
Southern Pines, North Carolina. 


Florida Sanitarium and Hospital 
Orlando, Florida 
One of the forty like institutions conducted 
by Seventh-day Adventists. Service scien- 
tific and efficient. Equipment modern. Lo- 
cation ideal—overlooking beautiful lake. 
Climate delightful, cool in summer, warm 
in winter. 
Tuberculous and contagious diseases 
barred. Battle Creek methods. Laboratory 
facilities efficient. X-Ray, actinic ray, elec- 
tricity in its various forms, hydrotherapy 
and massage. Rates moderate. For infor- 
mation and booklet write 
DR. L. L. ANDREWS, 
Medical Superintendent. 
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YV BLOWING ROCK, 
MA IEW MANO The Peace the — 


A Hotel of superior architecture, surroundings, equipment, and service. While especial attention is paid to 
dietetics, and more especial attention is paid to the dietetics of children, MAYVIEW MANOR is in no 
way or respect a hospital, or sanatorium. 

The altitude of forty-five hundred feet puts it on an isothermal line with northern Maine and Qu:bec. 

All milk used in the diets of children is from our own herd of registered Holstein cows, and a'l other milk used 
in the hotel is from our own herd of Jerseys. Cottages and bungalows adjacent to tie hotel are all 
under hotel management. Dietitian and nurses to carry out the family physician’s orders and wishes 
as to diet and regime. 

Resident Physician in the hotel. For rest, recreation, convalescence, sport, including golf, tennis, dancing, trout 
shing and horseback riding, and all mountain sports, there is nothing better in America. 

For detailed information, Rates and 
G. M. RANDALL, M.D. . Reservations write 
Resident Physician. W. L. ALEXANDER, 
Blowing Rock, N. C. 


THE HENDRICKS - LAWS 
MISS QUINN’S NURSING HOME SANATORIUM 


El Paso, Texas 


FOR PATIENTS WHO REQUIRE 


REST AND PRECISION IN DIET 


Chas. M. Hendricks, James W. Laws, 
Medical Directors. 


A modern and thoroughly equipped pri- = 
vate institution for the treatment of all 
930 South 20th St. forms of tuberculosis, located at an ideal 
BIRMINGHAM, ALA. point, where atmospheric conditions ap- 
proach perfection in the treatment of such 
disorders. For full information, address 


In connection with offices of Dr. James S. McLester. A : 
Medical Directors. 
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THE CHESTON KING SANITARIUM, Inc. 


— 

For Treatment DR. J. 
of CHESTON KING 

LIGHT MENTAL 
DISEASES 
NERVOUS DISEASES DR. W. A. GARDNER 
AND GENERAL Proprietors and 
INVALIDISM Medical Directors 


At Stone Mountain, Ga., 16 Miles from Atlanta 


Address all communications to 204-205 Peachtree Bidg., Atlanta, Ga., or Stone Mountain, Ga. 
Phones: City Office, Ivy 2737; 32 Stone Mountain, Ga. 


TO THE DOCTORS: 

After having owned and operated the Howell Park Sanitarium in Atlanta for several years I built 
the Cheston King Sanitarium on Peachtree Road, and during the crisis of the war the Government 
bought it from me. . 

Now I have just completed a Sanitarium that the profession can feel proud of. 

Every room in this beautiful institution silently preaches the Gospel of Sunshine, impresses you 
with the tender care of Home—and sways your thoughts with the beauties and wonders of nature. 
As you view Stone Mountain, the largest Granite Mountain in the World—not excepting the Rock of 
Gibraltar, you have gazed upon one of the Wonders of the World. We have endeavored to make this 
Sanitarium, from the standpoint of location, equipment, cuisine, refined nurses, second to no institu- 
tion in our country. : 

For any further information address Dr. J. Cheston King, 204-5 Peachtree Bldg., Atlanta, Ga., or 
Dr. W. A. Gardner, care The Cheston King Sanitarium, Stone Mountain, Ga. 


THE RUTHERFORD HOSPITAL 


SURGICAL AND GYNECOLOGICAL CASES 
Rutherfordton, N. C. | 


Founded and Incorporated in 1906 


Training School for Nurses 
(Approved for the training of Internes) 


The Rutherford Hospital announces to the profession that its emana- 
tion apparatus and new x-ray plant have been installed. With the amount 
of radium in its possession, nearly one gram, they are prepared to treat all 
suitable cases. 

Radium is often indicated in malignancy, preoperative, post operative 
and palliative for inoperable cases, certain types of myoma uteri and benign 
bleedings—Hodgkin’s disease, keloids, venereal warts and certain skin dis- 
eases. 

A physicist and a surgeon proficient in radium treatment have been 
added to the staff. 


For terms and particulars address the superintendent. 
HENRY NORRIS, M.D., F.A.C.S. 
MONTGOMERY H. BIGGS, M.D., F.A.C.S. 
ROBERT H. CRAWFORD, M.D., F.A.C.S. 


= 


Vol. XVI No. 4 SOUTHERN MEDICAL JOURNAL 15 


WM. RAY GRIFFIN, M. D. M. A. GRIFFIN, M. D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resort of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
tively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 


CURRAN POPE <a A. THRUSTON POPE 


MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
troubles, drug habits and alcoholism. Bed-ridden cases not received without previous arrange~ 


ment. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
clans and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 


Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 


buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Fhones (gizermperees LOUISVILLE, KENTUCKY 


CUMB. M. 2122 HOME 2122 stablished 1890 115 West Chestnut St. 


ast. 
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DAVIS-FISCHER SANATORIUM 


25-27 East Linden Avenue 


ATLANTA, GEORGIA 


Fireproof buildings, 
modern in every respect, 
for the treatment of sur- 
gical, gynecological and 
obstetrical cases. A lim- 
ited number of medical 
cases admitted. No men- 
tal or alcoholic cases or 
drug addicts admitted. 
Laboratories complete 
for all modern investiga- 
tions and diagnoses, also 
x-ray and radium treat- 
ment. Training school 
for nurses. 


1\f 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addic tions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 bulldings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern ulpments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful par, Government 
Post grounds and Country Club. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. C. W. Stevenson, M.D., Res. Physician. 2 
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BLACKMAN SANITARIUM 


172 Capitol Ave., Atlanta, Ga. Dr. W. W. Blackman, Medical Director. 


Digestive and Nervous diseases, 
Heart-artery-kidney affections, Mal- 
nutrition and underweight, Diabetes, 
Obesity, Anemia, Toxemias, Malaria, 
Rheumatism, Sciatica, Neuritis. 


(Surgical, contagious, mental, alcoholic 
and drug-habit cases not received.) 


Elaborate hydrotherapy; Dietetics; 
Fattening treatment (Milk cure—5 
Ibs. per week); Allen treatment of 
diabetes; Sippy treatment of ulcer; 
Rest Cure; Gall-bladder drainage; 
' High frequency, sinusoidal and gal- 
vanic electric modalities; Actinic ray. 
Laboratory for blood chemistry and 
for chemical and microscopic examina- 
tions in general. 


X-ray diagnosis. 
Homelike resort atmosphere. 
Rates $35 to $50 per week. 


THE WATAUGA SANITARIUM 


RICGSETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 


| Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation.1,000 feet, buildings modern, hot and cold water, gas lights, perfect sewer- 
age and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray 
Diagnosis. Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated booklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS. 


Moved to its new location July 1, 1922. 

An entirely new plant has been erected. 
Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville. 
JOHN W. STEVENS, M.D., Physician-in-charge. 


R. F. D. No. 1 
NASHVILLE TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 


Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For the treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate 
Department for the Custodial Care of Chronic Cases. 
The Sanitarium is located on the Marietta Car Line, 
10 miles from the center of the City, near a beautiful 
suburb, Smyrna, Ga. Grounds comprise 80 acres. 
Buildings are steam heated, electrically lighted, and 
many rooms have private baths. 

Rates 
Acute cases $35.00 to $55.00 per week 
0 ga Cases for custodial care $20. 00 to $35.00 per 
week, 
Reference: The Medical Profession of Atlanta. 

DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. BRAWNER, Res. Physician 
City Office 
702 Grant Bldg. ATLANTA, GA. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous’ Diseases and 
Selected Cases of Mental Dis- 
eases. 


(Incorporated under laws of 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
- R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
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Sterling- Worth Sanitorium ST. LUKE’S PRIVATE 
and Psychopathic Hospital SANITARIUM 


NEW ORLEANS 


A private Sanitarium specializing 
SES _| in the scientific treatment of mild 

nervous cases, exhaustion and toxic 
psychoses, constitutional and meta- 
bolic disturbances, functional neuroses 


Individualised Care of | where rest and recuperation are de- 
the Narcomanias | sired. 
Surgical convalescents and general 
invalidism. 


Most modern and_ extensively 
equipped Sanitarium in the Southern 
country. 


COCONUT GROVE, (MIAMI) FLA. 


DR. B. F. GALLANT, 
G. H. BENTON, M.D., F.A.C.P. | 


STUART CIRCLE HOSPITAL, Richmond, Va. 


STAFF 


With 115 beds, consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment 
for the treatment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a 
modern standardized hospital for private patients. 

¥ ROSE ZIMMERN VAN VORT, R.N., Superintendent. 


General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. - Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 
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VON ORMY COTTAGE SANATORIUM Fer the Treatment of Tuberculosis 
W. R. GASTON, Manager F. C. COOL, Assistant manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For booklet and other information please address the manager. 


Greensboro, 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
ee and exercise, with such other remedies as are calculated to assist nature in the work 0 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has pueee it in- 
valuable in cases of nervous prostation, incipient paralv-is, insomnia. the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian cCisorders. ; 

For further particulars and terms. address W. C. ASHWORTH. M.D., Super'ntendent. 
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WESLEY HOSPITAL 
AND 
WESLEY LABORATORY 


Fully equipped for 
Cooperative Diagnosis, 
Medicine and Surgery. 


CLINIC MEMBERS 
Dr. A. L. Blesh 
Dr. W. W. Rucks 
Dr. M. E. Stout 
Dr. J. Z. Mraz 
Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 


Up-to-date X-Ray 
Laboratory 


Clinical, Pathological 
and 
Chemical Laboratory. 


Radium Service. 


THE OKLAHOMA CITY CLINIC 


Hospital Phone, Wal. 7700 Clinic Offices Phone M. 7700 
12th and Harvey Patterson Bldg. 


Wallace-Somerville Sanitarium 


SUCCEEDING THE PETTEY & WALLACE SANITARIUM 


MEMPHIS, TENN. 
WALTER R. WALLACE, M.D. WILLIAM G. SOMERVILLE, M.D. 
FOR THE TREATMENT OF 


Drug Addiction, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern suburbs of the city. Sixteen acres of beautiful grounds. 
is All equipment for care of patients admitted. 


CONDUCTED 
GEO. D. HANSEN, Bus. Mer. 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington. D. C. Baltimore & Ohlo Raliroad 
and Electric Line from Washington 


This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


OR. E. L. BULLARD, Physician-in-Charge 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Geo. Alexan der, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and_ completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For particu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 
(Please mention this Journal) 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E, M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 
Life in the out-of-doors, combined witn properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 
low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 
and house Physician. An improved treatment for Opium-Morphin Addiction. 


S. T. RUCKER, M.D., Director Medical Department. 


KENILWORTH SANIT ARIUM 


(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental dis- 
eases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof rooms 
with forced ventilation. Elegant appointments. Bath rooms en suite, 
steam heating, electric lighting, electric elevator. 

Resident Medical Staff: 
Anna J. Waite, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, II. 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 


BYRON M. CAPLES, M. D., Supt. 
Waukesha, - Wisconsin 


Memphis, Tenn. Bell Telephone Connections ; 
: 


SOUTHERN MEDICAL JOURNAL April 1923 


HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 


Devoted to the Scientific Treatment of Organic and Functional Nervous 
Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchard, and vineyard—wholesome food, cooked under super- 
vision of a dietician—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


. 

Ghe Will Ows 
A superior seclusion maternity home and hospital for 
unfortunate young women. Patients accepted any 
time during gestation. Adoption of babies when 


arranged for. Prices reasonable. 
Write for 90-page illustrated booklet. 
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The Buie Clinic and Marlin 


Sanitarium-Bath House 
connecting with 
The Arlington Hotel 


MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 8400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 

L. M. Smith, M.D., Urology and Syphilology, 

S. S. Munger, M.D., Roentgenology, 

O. T. Bunday, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and _ thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD E. BAKER, M.D., F.A.C.S, 
Surgeon in Charge 
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The Cincinnati Sanitari 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 

F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
D. A. Johnston, M.D., 


H. P. COLLINS, Business Manager Medical Director 
Box No. 4, College Hill Elliott Hendricks, M.D. 
CINCINNATI, OHIO Asst. Medical Director : 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er - 
rors and_  con- 
valescents. 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 
M.D., Robert 
Ingram, M.D., 
Visiting Con- 
sultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


Elliott Hen- 
dricks, M.D., 
Asst. Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


BIRMINGHAM, ALABAMA 


“For the Diagnosis and 
the Dietetic, Medical 
and Educational Treat- 
ment of Diseases of the 
Stomach and Intestines 
and of Nutrition.” 


Convalescent Surgical Patients are accepted. Functional nervous patients for whom diet and 
health instruction are necessary are particularly desired. No typhoid, tuberculosis or other 
infectious cases will be accepted. A delightful environment free from the annoyances of a 
general hospital, on Birmingham’s most beautiful boulevard. 


For further information address Dr. Seale Harris’ Dietetic Infirmary, 2234 Highland Avenue, 
or Dr. Seale Harris, 804-808 Empire Building, Birmingham, Alabama. 


The Tucker Sanatorium, Sins 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 
This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electrici(y. The nurses are especially trained in the 
care of nervcus cases. 


SAINT ALBANS SANATORIUM 


RADFORD, VA. 


MEDICAL STAFF: 

J. C. King, M.D. 

‘ John J. Giesen, M. D. 

of A modern, ethical Institution, fully 


equipped for the diagnosis, care and treat- 
ment of medical, neurological, mild mental 


1S, and addiction cases. Ideal location, 2000 
“a feet above sea level. Rates reasonable. 
+4 Railway facilities excellent. Write for 


full details. 
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DR. S. S. MARCHBANKS 


527-28-29-30-31-32-43 Volunteer 
State Life Bldg., 


Chattanooga, Tenn. 


Announces to the profession 
the installation of a Deep 
Therapy X-Ray Apparatus 
for the treatment of all deep 
seated malignancies. 


Practice limited to X-Ray 
Diagnosis, Deep X-Ray Ther- 
apy and Skin Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 
BethesdaBath 
House 


One Hundred Twenty-five Beds. 
Sixty-four Quick Filling Tubs. 


A modern institution equipped with all the latest 
laboratory, X-ray, dietetics and physio-therapy meth- 
ods used in the diagnosis and treatment of chronic 
diseases. A graduate doctor in charge of each de 
partment—thus utilizing group work. Marlin hot 
water is similar to the famous Carlsbad 


STAFF. 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
W. K. Logsdon, M.D., Syphilology, Urology and 
Dermatology. 
— P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
. B. White, Ph.C., M.D., Roentgenology and Gastro- 
enterology. 
F. A. York, M. D., Medical Gynecology and General 
Medicine. 
Emma Beck, M.D., Pathology. 
8. P. Rice, M.D., Obstetrics ont General Practice. 
P. Robertson, D.D.S. 
H. H. Robertson, D.D.S. 
Miss Winifred Spruce, R.N., Supt., and Dietetics. 
Miss Lina Elder, R.N., t. 
For further information write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
home and family physician for treatment, at the 
policy of this Hospital to return patients to their 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


+ complete staff of skilled specialists in co-opera- 
on. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


J.C. Kelton, M.D. 
Phone 6105 


Miss Kitty Cook 
Nurse in Charge 


LAUS DE’O 


For the Refuge and Reformation 
of Unfortunate Girls. 


Lascassas, Tenn. 


The Ella Oliver Refuge 


A refined Christian home for the care and 
protection of unfortunate girls during pregnancy 
and confinement. 


Under the auspices of the Women’s and Young 
Women’s Christian Associations of this city. 


Adoption of babies arranged for when desired. 


Patients may have house physician or any 
other ethical physician. 


Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 
ELLA OLIVER REFUGE, 


903 Walker Ave., 
Phone—Walnut 639. Memphis, Tenn. 
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Dr. Walter A. Weed 


Announces the installation of a 280,000 Volt Deep Therapy 
X-Ray Transformer with modern accessory equipment as a 
further acquisition to his treatment facilities. 


Calibration of machine after installation and standardization of 
dosage by Albert Bachem, Ph. D., of Frankfort, Germany. 


Radium and X-Ray Laboratory 


Doctors Building 
517 North Twentieth Street, 
BIRMINGHAM, ALABAMA. 


Albuquerque Sanatorium 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained in 
Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W.'A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 


Potten ger Sanatorium, | roeos ota For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., 
Med. Director. 


J. E. Pottenger, A.B., M.D., Asst. Med. 
Director and Chief of Laboratory. 


Situated in a beautiful park on the 
southern slope of the Sierra Madre 
Mountains. Magnificent valley. and 
mountain views. Elevation 1000 feet. 
if Winters delightful, summers cool and 
i pleasant. Rooms and bungalows with 
modern conveniences. Thoroughly 
# equipped for the scientific treatment 
i of tuberculosis. Competent staff. Close 
i personal attention. Excellent cuisine. 
Near Los Angeles and Pasadena. 


‘ Los Angeles Office: 1045-6-7 Title In- 
Address POTTENGER SANATORIUM, Monrovia, Callf., for particulars. surance Bldg., 5th and Spring Sts. 
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The Southern Radium Clinic, Inc. 


CUSACH BUILDING 
NEW ORLEANS, LOUISIANA 


DR. ROBERT BERNHARD STAFF oR. HENRY LEIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P. J. CARTER DR, PAUL T. TALBOT 
DR. ANSEL M. CAINE DR. W. A. REE 
DR. A. CAIRE DR. RALPH HOPKINS 
DR. F. R. GOMILLA DR. J. P. O’7KELLEY 
DR. ARTHUR L. WHITMIRE : 
ADDRESS COMMUNICATIONS TO DR. D. C. McBRIDE, Radio-Therapist 
Dugan-Stuart Bldg. 
HOT SPRINGS, ARK. Nashville 
DR. E. A. PURDUM Private Maternity Hospital 
Chief of Staff For the care and protection of unfortunate young 
DR WwW G KLU GH women. Adoption of babies arranged. Ethical super- 
DR. W. F. PORTER 1230 Second Avenue South 
DR. P. Z. BROWNE NASHVILLE, TENN. 
DR. C. W. JENNINGS ESAS 
W. J. FORD 
Roentgenology 
C. W. ABEL 
Clinical Pathology 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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The Clinic 


MACON, GEORGIA. 


Dr. W. C. Pumpelly. Dr. D. T. Henderson. 
Dr. G. Y. Massenburg. Dr. Fred A. Sprague. 
Dr. Harry Moses. Dr. P. G. Gates. 


Complete diagnostic studies of medi- 
cal and surgical cases. 

Surgical and medical treatment. 
Pathological, Bacteriological and X- 
Ray Laboratories, and Radium. 


We invite the profession to avail them- 
selves of our facilities. 


Address 


THE CLINIC 
MACON, GEORGIA 


| 
| 


ST. ELIZABETH’S HOSPITAL 
RICHMOND, VA. 


CONDUCTED UNDER THE GROUP 
SYSTEM. 


Staff. 


J. Shelton Horsley, M.D., Surgery and 
Gynecology. 


Warren T. Vaughan, M.D., Internal 
Medicine. 
Austin I. Dodson, M.D., Urology. 
Fred M. Hodges, M.D., Roentgenology. 
Helen Lorraine, Medical Illustrator. 
Rose L. Shelton, Clinical Pathology. 
Nellie H. Van Dyke, B.S., Dietetics. 
Thos. W. Wood, D.D.S., Dental Sur- 
gery. 


Myra E. Stone, R.N., Superintendent. 
Julian P. Todd, Business Manager. 


All graduate nurses. A limited num- 
ber of graduate nurses taken for post- 
graduate instruction. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 

E. D. Newell, M.D. 

J. Marsh Frere, M.D. 
E. R. Campbell, M.D. 
J. J. Armstrong, M. D. 
E. N. Haller, M.D. 


RADIUM AND X-RAY 
LABORATORY 


in Connection With 
DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- 
ditions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 
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5th Avenue and 24th Street, Birmingham, Ala. 
Staff 
. W. C. Gewin, Chief Surgeon 
. L. J. Johns, Associate Surgeon 
Dr. W. L. Rosamond, Internal Medicine 
Dr. A. L. Gaston, Eye, Ear, Nose and Throat 
Dr. J. E. Garrison, Obstetrics and Diseases of Women 
. W. B. Johnson, Diseases of Children 
Dr. R. G. McGahey, Anesthesia and Cardiac Diseases 
Dr. Jno. T. Kent, Urology 
Dr. W. A. Burns, X-Ray and Dermatology 
Dr. C. A. Greene, Dentist 
Prof. Jno. B. Mix, Pathologist 
A thoroughly modern and up-to-date hospital, newly 
furnished and equipped throughout. 
Radium for treatment of malignant and benign 
conditions. 
+ Training School for Nurses—Miss Maud Pick, Supt. 
Tong distance telephone Main 3448 and Main 3449. 
2400 Fifth Avenue, Birmingham, Alabama. 


lous patients. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
Seventy-five miles northwest of 


and twelve hundred feet higher than 


Antonio. 


Mild winters, cool breezy summers, 


Hospital Building and Hollow Tile Cottages 


wi 


enery. 


Trained nurses, 


SAM E. THOMPSON, M.D. 
Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 
Associate Medical Director 
KERRVILLE, TEXAS 


th modern conveniences. Beautiful mountain 
Prices moderate. 


HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 


A six months course is open to qualified medical 
practitioners. The first three months are devoted 
to all-day instruction in the following subjects: 


1 


4 
5 


. Daily Clinics in Dis- 6. External 


pensary 
. Refraction 
. Ophthalmological 
Quiz 
. Muscular Anomalies 
. Ophthalmoscopy 


Diseases 


the Eye 
7. Physiological Optics 
8. Operative Surgery 
9. Pathology 
10. Ophthalmological 
Neurology 
11. Diagnosis 


of 


During the second three months practical instruc- 


tion is given in the Hospital and Clinic. 


course starts October, January, April and July. 
vacancy occurs on the House Staff Jan. 1, 1923. 


DR. GERALD H. GROUT, Secretary 
500 West 57th St., New York City, N. Y. 


A new 


A 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consoiidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 40¢ clinical beds; individ- 


ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 
J. P. McCAULEY, Secretary 


Richmond, Virginia 


1140 E. Clay Street 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE 


For Graduates In Medicine 
Will be given as follows: 


1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 


work and treatment. 


3—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 


301 E. Nineteenth Street. NEW YORK CITY 


skin diseases and new growths, 


INSTRUCTION 


including 


clinical methods for the demonstration of 
the commoner parasites. 
5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 


WASHINGTON, D. C. 
Phone North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. 
DERMATOLOGY 
RADIUM AND X-RAY 
THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. 
Fulguration. 


Kromayer and Alpine lamps in skin lesions. 


CLAUDE C. CAYLOR, M.D. 
FLUOROSCOPY 
RADIOGRAPHY AND 
DEEP X-RAY THERAPY 


Massive X-ray Therapy. 
Basal metabolism in thyroid lesions. 
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Courses for Physicians 


University Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Ap- 
propriate Certificates or Graduate Medical Degrees in the following separately organ- 
of ized and conducted Clinical and Medical Science Departments: 
Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, 
: Surgery, Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, 
*Biochemistry, *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Phar- 
macology. 
———— In every course the registration quota is limited. All of the stated Regular Courses 
begin annually in October except in the cases of departments designated by the 
The Medico-Chirurgical asterisks, wherein the courses begin whenever vacancy occurs in the quota. A “year” 
is eight or more months, according to the department concerned. 
College Certain Special Courses (special subdepartmental subjects) are also available, as fol- 
lows: Tuberculosis, Clinical and Sociologic; Cardiology; Gastroenterology; Protein 
—————_ Sensitization ; Parasitology and Tropical Medicine; Infant Feeding; Intubation; Clin- 
ical Psychiatry; Clinical Dermatology; Neuroanatomy and Neuropathology; Neuro- 
Graduate School otology ; Operative Surgery and Surgical Anatomy; Orthopedic Diagnosis; Operative 
Orthopedics ; Ophthalmic Operations; Ocular Perimetry; Ocular Musculature; Ocular 
of Medicine ‘ 


Refraction; Laryngoscopy, Bronchoscopy and Esophagoscopy; Otolaryngologic 
(cadaver) Operations. 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


The Graduate School of Medicine 


Eighty - fifth Annual Session begins 
Sept. 19, 1922. Entrance requirements for of the 
the 1922-23 session—two years of College 
work including Physics, Chemistry, Biology 


and English, in addition to the fifteen units’ ° ° 

work in an accredited, standard high-school. University of Alabama 
The two-year premedical course of in- 

struction is given in the Academic Depart- 

ment of the University. A combined B.S., 

M.D. degree granted after two years of 

study in College of Arts and Sciences and in Medical and Surgi c al Di a gnosis 


four years in Medical Department. 


Announces special courses 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time For further izformation address the Dean 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean, JAMES S. McLESTER, M. D. Dean 


HENRY ENOS TULEY, M.D., 930 South 20th Street 


101 W. Chestnut Street, BIRMINGHAM 
Louisville, Ky. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS - 


Requirements for Admission—Two years of college work, a modern languages, 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 


Facilities for Teaching—Abundant laboratory space and equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 

The next regular session will open October 2, 1922. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 

Baltimore, Md. 


a 
a 
q 
q 


| 
| 
q 
| 
| 
ot 
] | 
8 
y 
; 
4 
q 


SOUTHERN MEDICAL JOURNAL April 1923 


WHY YOU SHOULD SPECIFY 
OVARIAN PRODUCTS, H. W. & D. 


The H. W. & D. process of manufacturing ovarian glandular products was 
developed over twenty years ago when Lutein Tablets, H. W. & D., the 
first American-made corpus luteum, were introduced. This process was 
devised to produce a desiccated substance representing as nearly as possi- 
ble the gland or the respective part of the gland as found in the animal itself, 
The glandular materials are never subjected to temperatures above animal 
body heat; all drying is done in vacuo. No solvents are used on these 
materials at any time in the course of manufacture. Thus any possibility 
of injuring active therapeutic constituents with excessive heat or of ex- 
tracting them with solvents is eliminated. As the finished product has not 
been modified in any way, it must contain all of the therapeutic agents of 
the gland or the respective part which it represents. 


LUTEIN—corpus luteum—TABLETS, H. W. & D. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


H. W. & D.—SPECIFY—H. W. & D. 
HYNSON, WESTCOTT & DUNNING BALTIMORE 


A Fine Product 
In a Convenient Package 


SUPRARENALIN SOLUTION 1:1000 is ef the contents of the original package. 


the incomparable preparation of the kind. Ischemic action of Suprarenalin Solution is 
It keeps well and is put up in a g. s. bottle enhanced and prolonged by the addition of 
with cup stopper. By working from the equal parts of Pituitary Liquid (Armour) 
solution in the cup, you avoid contamination the Premier Product of Posterior Pituitary. 


SUPRARENALIN OINTMENT 1:1000 
is very bland and its effects lasting 


ARMOUR 4x0 COMPANY 
CHICAGO 


(Armour We Are Headquarters 


LABORATORY 
PRODUCTS For The Endocrines 
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DIAGNOSTIC METHODS, ETC. 


THE DIAGNOSIS OF ABDOMINAL 
ADHESIONS* 


By C. W. STRICKLER, M.D., 
Atlanta, Ga. 


The profession, generally, appears to 
have a very clear conception of post-op- 
erative adhesions and those resulting from 
acute inflammations within the abdomen. 
A good many, however, seem to have over- 
looked the fact that congenital bands and 
adherences are very common and that 
others are formed as we grow older, as 
shown by Bryant! and others. Proof of 
this unfamiliarity is found in the diver- 
sity of opinions given and the treatment 
advised for relief. 


The most frequent diagnoses are as 
follows: neurasthenia, hypochondriasis, 
aerophagia, sitophobia, gastric hyperacid- 
ity, duodenal and gastric ulcer, gastropto- 
= mucous colitis, and chronic appendi- 
citis. 

Chronic appendicitis in the sense this 
term is commonly used may or may not 
be present. If so, it forms only a part 
of the clinical picture. The removal of 
this organ fails to give relief in many 
instances, as shown by Lichty,? and the 
futility of such a surgical procedure is 
emphasized by Westmoreland.2 Symp- 
tomatology referred to the gall bladder is 
another fruitful source of error. We have 
seen appendices removed and gall bladders 

*Read in Section on Medicine, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 


drained without the slightest relief and, 
in a small percentage of cases, the condi- 
tion is apparently made even worse. If 
time permitted, we could give cases that 
have had all kinds of abdominal opera- 
tions for the relief of symptoms presently 
= be given, without any permanent bene- 
t. 


If we eliminate visceroptosis, which can 
be easily done, the symptomatology is al- 
most classical. The story is so nearly the 
same that the diagnosis can be almost pos- 
itively made from the history as given. 
Gas, abdominal pains, extreme nervous- 
ness, weariness or fatigue, apprehension, 
symptoms referred to the heart and, usu- 
ally, constipation, constitute the chief 
complaints. In addition, different ones 
had one or more of the following condi- 
tions: acid stomach, repeated attacks of 
acidosis, irritability, insomnia, nausea, 
nausea and vomiting, dizziness, mental de- 
pression, headache and drowsiness. Of 
these the most distressing were gas, nerv- 
ousness, fatigue and apprehension. Fear 
that so much gas would form that its 
pressure on the heart, as they believed, 
would cause it to stop beating made some 
afraid to be alone, especially after meals. 


Strange as it may seem, we have seen 
several of these cases lose control over 


themselves and weep because of the ex- . 


treme fatigue from which they suffered. 
One case had been in bed the greater part 
of two years, claiming she was too weak 
to get up, but after having had the neces- 
sary corrective operation she was able to 
be up and showed marked and continued 
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improvement. Nearly all these patients 
complain of being nervous. In a few this 
symptom was very distressing, in fact be- 
ing so marked that it overshadowed all 
other complaints and, but for the phys- 
ical findings, we would have been led 
astray. 

The power of initiation is largely lost 
and, as Westmoreland states, in many, it 
seems to require as much effort “to start 
as to perform.” These patients are much 
brighter and freer from symptoms dur- 
ing the morning hours and grow worse 
as the day advances. Frequently the 
morning meal starts the day’s unpleas- 
antness. They are most unhappy during 
the afternoon and evening and often lie 
awake because of excessive tympanites, 
nervousness or fancied cardiac disease. 
There is thus formed a vicious circle 
which can only be broken by the removal 
of the underlying pathology. 

Two types of cases have come under 
our observation, the one very well nour- 
ished and appearing to be in good health; 
the other pale, emaciated and care-worn. 
The former looked so well and reflected 
so little the picture of suffering that they 
failed, as a result, to receive any sympa- 
thy from family or friends and, there- 
fore, delayed consulting a physician until, 
as they state, “they had to have relief.” 
The latter were in their present state of 
health mainly because of starvation, pre- 
ferring this condition rather than the suf- 
fering consequent upon eating a normal 
meal. Many had been put on milk diets 
or had been given rest cures with appar- 
ent restoration to health, but upon tak- 
ing up their former manner of life with 
its stress and duties they soon suffered 
a relapse and were before a great while 
in their former physical condition. Occa- 
sionally other conditions of minor impor- 
tance were found. Examination of the 
heart usually revealed, in cases suffering 
with this organ, occasional extra systoles 
and either the presence or history of 
paroxysmal tachycardia. 

The examination of the abdomen did 
not, as a rule, show sufficient distention 
to be a cause of complaint. Collections 
behind the constrictions or angulations 
could be detected and often be forced to 
pass by the palpating fingers, and at the 
time the patient stated that this passage 


of gas caused relief if suffering. There 
was distinct muscle rigidity over the lo- 
cation of the adhesions or bands. Of this 
we are quite sure because we either had 
reports of or witnessed the operations, 
Some were sensitive to pressure, others 
not. Occasionally marked rigidity was 
lacking but, if so, a few days of forced 
feeding with rough foodstuffs would estab- 
lish the usual physical findings. 


It might be claimed that the unyielding 
abdominal wall was more marked when 
the appendix was involved, but such is not 
the case. Several of the worst cases we 
have had revealed little or no microscop- 
ical pathology of this organ. Occasionally 
in the cases of those suffering with tran- 
sient nausea, deep pressure would elicit 
this symptom. The x-ray was helpful in 
eliminating gastric and duodenal ulcer, in 
locating points of stasis, revealing angu- 
lations and constrictions and in locating 
the position of the appendix and the mo- 
bility and position of the gut. However, 
too much dependence cannot be placed 
upon this procedure, as the following two 
cases, taken from a number, will illus- 
trate: 

One was examined in two of the best clinics 
in this Country and pronounced normal in every 
way, was advised to rest and seek diversion, but, 
when this advice was followed, obtained no re- 
lief. An operation revealed a rather wide band, 
causing rotations and angulations of the duo- 
denum near the pylorus. 

Another, because of a plainly to be seen and 
constant constriction of the descending colon just 
below the splenic flexure, was diagnosed stric- 
ture of the colon. However, despite this diag- 
nosis and the fact that the location of greatest 
pain was at this point, we were inclined to con- 
sider this a reflex spasm for the reason that all 
the physical findings were on the opposite side. 
This was proven at operation. Both these cases 
have been relieved and are showing continued 
improvement. 

In conclusion, I might say that the ma- 
jority of these cases are curable if op- 
erated upon by a surgeon who under- 
stands the development and rotation of 
the gut with the abnormalities as de- 
scribed by Huntington* and who _makes 
an incision of sufficient length to view his 
work. I wish to place especial emphasis 
here, for the reason that the smaller and 
more or less obscure adhesions give even 
more trouble than the large ones. Fol- 
lowing this surgical procedure, these pa- 
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tients should have the care of a competent 
clinician until health is fully restored. If 
this could be done in all cases, failures 
would be conspicuous by their absence 
and many of the so-called “abdominal in- 
valids’” would have something worth while 
done for their relief. 

The length of time necessary to obtain 
the desired results depends upon the num- 
ber of months or years the patient has 
suffered from the distressing symptoms. 
In our experience relief has come to some 
cases within a few weeks; in others of 
long standing, two years are required for 
complete restoration to health. 


ILLUSTRATIVE FINDINGS IN TWO CASES OPERATED 
UPON BY DR. W. F. WESTMORELAND 


Case I—There was a_ retrocecal appendix. 
The ileocecal fold was obliquely drawn forward 
to the mesentery of the appendix, infolding the 
ileum on itself. The hepatic flexure was almost 
occluded by the omentum’s growing across, both 
over and under, the ascending colon at this point 
to the parietal peritoneum, firmly fixing as well 
as occluding almost completely the colon at the 
flexure at this point. 

Case II.—The cecum was mobile, but with dis- 
placement of the ileocecal fold, which obliterated 
the ileocecal fossa and blended with the mesen- 
tery of the appendix and a remnant of the ova- 
rian or Reid’s ligament. The cecum and ascend- 
ing colon in this case was so large and dilated 
that it looked like a case of Hirschsprung’s dis- 
ease. In this case the colon was almost occluded 
by a small tight band around the hepatic flexure 
arising from the parietal peritoneum and grow- 
ing around the colon as a small suspensory liga- 
ment, back to its point of origin. The fold of 
the colon concealed this band, but the enormous 
distension of the colon showed there must be 
some constriction at this point and it was dis- 
covered by the examining fingers. When the 
ileocecal fossa was opened up along the line of 
cleavage and the ileocecal fold removed, the 
ileum was lengthened about two inches, with no 
raw surface. 

The patient had two ovaries with blood cysts 
and both ovaries and tubes had to be removed. 
There was a bad retro-flexion and the uterus 
had a ventral suspension. She also had one 
of the tightest anal fissures I ever stretched, with 
a large part callous ulcer. There was about as 
much surgery in this case as I have ever done 
on one patient, but she has had a comfortable, 
uneventful recovery. This is the first of these 
tight bands completely encircling the gut that I 
have seen. 


ILLUSTRATIVE FINDINGS IN A CASE OPERATED UPON 
BY DR. LEROY W. CHILDS 

A five-inch incision with the umbilicus as the 

middle point was made over the right rectus 

muscle. The muscle was exposed and displaced 

from its sheath toward the middle line. The 

abdomen was opened. Exploration of the right 
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ileac region showed a Jackson’s veil obscuring 
the appendix which had become adherent to the 
cecum, causing it to rotate inwardly and poste- 
riorly. This adhesion, which had caused rotation 
of the cecum, caused the small bowel to enter the 
large bowel in such a manner as to kink the for- 
mer between one and two inches from the ileo- 
cecal valve. The adhesions were carefully sep- 
arated, the appendix removed and all raw sur- 
faces covered as completely as possible. Ex- 
ploration of the stomach, liver and gall bladder 
showed these organs negative, although the liver 
was two finger breadths below the rib margin. 
There was no pathology in the upper abdomen. 
The abdomen was closed without drainage. 


REPORT OF CASE HAVING HAD PREVIOUS OPERATION 
FOR APPENDICITIS WITHOUT RELIEF, BY 
DR. L. SAGE HARDIN 


The lower border of the liver and the pyloric 
portion of the stomach were at the upper naval 
margin. There was a scar running from the 
gall bladder sulcus to the falsiform ligament on 
the front of the liver and omental adhesions to 
the abdominal wall at the site of the previous 
operation. These were resected, the proximal 
end inverted and the distal end turned into the 
abdominal wall during closure. There was a 
band one-fourth inch wide passing from the an- 
terior portion of the colon about its middle third 
to the abdominal wall, producing a constriction 
at this point. This was cut and the end covered 
under the peritoneum. A second and _ distinct 
band, rather dense, was found attached to the 
first portion of the transverse colon, holding it 
well back onto the ascending colon and thence 
across to the abdominal wall. When this was 
cut and the raw surface covered under the peri- 
toneum, the hepatic flexure assumed its normal 
pleasant curve under the liver. Another band 
running from the stomach prepyloric to the duo- 
denum and thence to the transverse colon, held 
forward the duodenum, producing an obstruction 
and resulting in a decided enlargement. This 
was incised and the raw surface turned back onto 
the stomach and transverse colon. There was 
a general thin Jackson’s veil covering over the 
whole duodenum and transverse colon at this 
point. 


The pyloric muscles proper were very heavy 
and the stomach muscles markedly hypertro- 
phied. Hence, to relieve the retraction that would 
take place at this point, a small Finney pyloro- 
plasty was done. The abdominal peritoneum 
was closed, everted. The patient returned to the 
bed in good condition without shock, with pulse 
of 108, and was placed in the Trendelenberg po- 
sition to allow the viscera to assume the normal 
position in the upper abdomen. 


FIFTY ILLUSTRATIVE CASES 


No. 1—Age, 43 years. 
appendectomy. Enucleation of fibroid of uterus. 
Results, no relief. Chief complaint, abdominal 
pain. Nervousness. Insomnia. Hysteria. Tachy- 
cardia. Occasional nausea and vomiting. Con- 
stipation. Duration, several years. Result fol- 
Gain in 


lowing operation, greatly improved. 
weight of 30 pounds. 


Previous operations, ~ 
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No. 2.—Age, 50 years. Previous operations, 
none. Chief complaint, gas, tachycardia, nausea, 
occasional vomiting, constipation, nervousness. 
Duration, several months. Result following op- 
eration, cured. 


No. 3.—Age, 50 years. Previous operations, 
none. Chief complaint, extreme nervousness, gas, 
tachycardia, fatigue, constipation. Duration, sev- 
eral years. Result following operation, cured. 


No. 4.—Age, 20 years. Previous operations, 
none. Chief complaint, nervousness, weakness, 
bodily pain, palpitation, much gas, some abdom- 
inal pain, frequent eructation, constipation. Du- 
ration, several months. Result following opera- 
tion, cured. 


No. 5.—Age, 37 years. Previous operations, 
right kidney anchored. Results, condition worse 
since. Chief complaint, nervousness, insomnia, 
weakness, tachycardia, depression, painful joints. 
In this case bowels were irregular. Duration, 
several years. Result following operation, greatly 
improved. 


No. 6.—Age, 24 years. Previous operations, 
tonsillectomy. Results, not given. Chief com- 
plaint, burning, fullness and uncomfortable feel- 
ing in stomach; some nausea; constipated. Du- 
ration, several years. Result following opera- 
tion, cured. 

No. 7.—Age, 19 years. Previous operations, 
tonsillectomy. Results, not given. Chief com- 
plaint, insomnia, pain in right side of abdomen, 
weariness. An acute attack of nausea and vom- 
iting. Duration, about two months. Result fol- 
lowing operation, cured. 

No. 8.—Age, 23 years. Previous operations, 
tonsillectomy. Results, not given. Chief com- 
plaint, indigestion, localized gastric pain, small 
area below ensiform cartilage, very severe after 
eating; nervousness, weakness; had several rest 
cures. Duration, four years. Results following 
operation, improved. Refused rest cure, hence 
imperfect result. 

No. 9.—Age, 51 years. Previous operations, 
none. Chief complaint, gas, slight pain across 
upper abdomen, constipation. Duration, two 
years. Results following operation, greatly im- 
proved. Left hospital and refused to carry out 
directions. 

No. 10.—Age, 37 years. Previous operations, 
has had peritonitis, suspension of uterus, removal 
of right ovary, adhesions broken up, fistulo-in- 
ano. Results, no relief. Chief complaint, nerv- 
ousness, weakness, indigestion, gas, occasional 
nausea and vomiting, acidosis. Duration, several 
years. Results following operation, relieved of 
all symptoms; apparently cured. 

No. 11.—Age, 32 years. Previous operations, 
tonsillectomy and adenoids. Results, not given. 
Chief complaint, gaseous distention, belching 
and regurgitation of food; weariness, depression, 
constipation. Duration, six years. Result fol- 
lowing operation, cured. j 

No. 12.—Age, 29 years. Previous operations, 
none. Chief complaint, nervousness, insomnia, 
gastric discomfort after eating. Duration, six 
months. Result following operation, cured. 


No. 18.—Age, 46 years. Previous operations, 
none. Chief complaint, nervousness, fatigue, dis- 
comfort right side of abdomen, insomnia, consti- 
pation. Duration, seven years. Result follow- 
ing operation, cured. 


No. 14.—Age, 24 years. Previous operations, 
tonsillectomy. Results, not given. » Chief com- 
plaint, bilious attacks, bad taste in mouth in 
morning, gas, regurgitation of food, fatigue, 
Duration, one year. Result following operation, 
operated upon in another city; report from phy- 
sician satisfactory. 


No. 15.—Age, 8 years. Previous operations, 
none. Chief complaint, frequent attacks of acid- 
osis, in three of which she had convulsions; con- 
stipation, very nervous, transient glycosuria. 
Duration, five and a half years. Result follow- 
ing operation, improved. 


No. 16.—Age, 49 years. Previous operations, 
appendectomy 25 years previously. Results, no 


relief. Chief complaint, abdominal pain, disten-: 


sion—worse since his operation ; tachycardia. 
Duration, 25 years. Result following operation, 
cured. 


No. 17.—Age, 39 years. Previous operations, 
appendectomy. Results, no relief. Chief com- 
plaint, fear of crowds, constant headaches, 
marked fatigue, mucus in stools, marked irrita- 
bility, pain in right leg and hip. Duration, sev- 
eral years. Result following operation, greatly 
improved. Good results expected. Delayed, due 
to patient’s having to return to work too early. 


No. 18.—Age, 27 years. Previous operations, 
none. Chief complaint, eructation and gas, occa- 
sional nausea. Bowels fairly regular. Duration, 
one and a half years. Result following operation, 
cured. 


No. 19.—Age, 56 years. Previous operations, 
none. Chief complaint, fullness in stomach after 
eating, gas, acid stomach, extremely nervous. 
Duration, several years. Result following opera- 
tion, cured. 


No. 20.—Age, 26 years. Previous operations, 
tonsillectomy. Results, not given. Chief com- 
plaint, constant headache, very nervous, indiges- 
tion and heart burn, much gas; feels as if she 
would faint easily; insomnia. Duration, five 
years. Result following operation, cured. 


No. 21.—Age, 30 years. Previous operations, 
none. Chief complaint, nausea after eating, gas, 
backache and sensation of weight over pelvic re- 
gion. Duration, several years. Result following 
operation, cured. ; 

No. 22.—Age, 39 years. Previous operations, 
appendectomy. Results, not given. Chief com- 
plaint, gas, nausea and vomiting. Duration, sev- 
eral years. Result following operation, cured. 


No. 23.—Age, 41 years. Previous operations, 
herniotomy, tonsillectomy, some nasal operation. 
Results, not given. Chief complaint, nervous- 
ness, insomnia, dull pain in right hypochondriac 
region and epigastric region most of the time, 
gas, depression. Duration, three years. Result 
following operation, cured. 
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No. 24.—Age, 18 years. Previous operations, 
appendectomy. Result, no relief. Chief com- 
plaint, pain in right side since operation; fre- 
quent micturition; no urinary trouble; occasional 
reaction to sugar before operation. Duration, 
two years. Result following operation, greatly 
improved. 


No. 25.—Age, 21 years. Previous operations, 
none. Chief complaint, epigastric pain, almost 
constant nausea, constipation. Duration, six to 
seven years. Result following operation, cured. 


No. 26.—Age, 20 years. Previous operations, 
none. Chief complaint, nervousness, fatigue, foul 
breath, constipation, nausea, acid stomach and 
eructation after eating. Duration, ten years. 
Result following operation, cured. 


No. 27.—Age, 22 years. Previous operations, 
none. Chief complaint, dizziness, fatigue, nerv- 
ousness, nausea in the morning, cramping abdom- 
inal pains sometimes before and after meals. 
Duration, four years. Result following opera- 
tion, cured. 

No. 28.—Age, 25 years. Previous operations, 
none. Chief complaint, indigestion all her life, 
nervousness, fatigue, eructation sour food, burn- 
ing in upper abdomen, transient sugar. Dura- 
pel many years. Result following operation, 
cured. 


No. 29.—Age, 28 years. Previous operations, 
none. Chief complaint, anorexia, nausea after 
eating, no pain, drowsy feeling; not constipated. 
a one year. Result following operation, 
cured. 


No. 30.—Age, 22 years. Previous operations, 
none. Chief complaint, indigestion, loss of 
weight, cough; bowels regular. Duration, sev- 
eral years. Result following operation, cured. 


No. 81.—Age, 41 years. Previous operations, 
tonsillectomy. Result, not given. Chief com- 
plaint, weakness, nervousness, nausea, frequent 
headaches, constipation. Duration, four years. 
Result following operation, greatly improved; 
complete recovery expected. 


No. 82.—Age, 32 years. Previous operations, 
tonsillectomy, operation on ethmoid cells. Re- 
sults, not given. Chief complaint, nervousness, 
weariness, fatigue, bodily pain, much gas, chok- 
Ing sensation when she eats, nausea. Duration, 
twenty months. Result following operation, im- 
proved. Environment and lack of means greatly 
delayed complete recovery. 


No. 38.—Age, 50 years. Previous operations, 
none. Chief complaint, skipping heart, depres- 
sion, marked fatigue, hyperacidity. Duration, five 
years. Result following operation, cured. 


No. 34.—Age, 30 years. Previous operations, 
tonsillectomy, adenoids, hemorrhoidectomy, D. 
and C. Result, not given. Chief complaint, 
indigestion, nervousness, fatigue, pain over lower 
abdomen, nausea after eating, sour stomach. 
Duration, several years. Result following op- 
eration, cured. 
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No. 85.—Age, 39 years. Previous operations, 
appendectomy; right ovary removed; suspension. 
Results, no relief. Chief complaint, cannot sit 
up without abdominal pain; stomach full and 
much gas after eating, followed by nausea and 
acidity. Duration, post-operative. Result fol- 
lowing operation, all symptoms relieved; doing 
well last report. 


No. 86.—Age, 25 years. Previous operations, 
tonsillectomy. Result, not given. Chief com- 
plaint, constipation, toxic headaches, biliousness. 
Duration, several months. Result following op- 
eration, cured. 


No. 37.—Age, 19 years. Previous operations, 
none. Chief complaint, dull pain in right side, 
constipation, much gas, frontal headaches. Dura- 
tion, three years. Result following operation, 
cured. 

No. 38.—Age, 44 years. Previous operations, 
none. Chief complaint, frequent bilious attacks, 
frequent eructation, pain in upper abdomen, con- 
stipation. Duration, several years. Result fol- 
lowing operation, cured. 

No. 89.—Age, 35 years. Previous operations, 
none. Chief complaint, soreness in epigastrium, 
gaseous distention, vertigo, dizziness, constipa- 
tion. Duration, two years. Result following op- 
eration, cured. 

No. 40.—Age, not given. Previous operations, 
none. Chief complaint, acidity, gas, choking sen- 
sation, constipation. Duration, several years. 
Result following operation, improved. Condition 
existed too long to correct mental aspects of case. 


No. 41.—Age, 46 years. Previous operations, 
none. Chief complaint, pain in stomach, gas, con- 
stipation. Duration, many years. Result follow- 
ing operation, symptomatically relieved. No re- 
cent report. 

No. 42.—Age, 25 years. Previous operations, 
tonsillectomy. Result, not given. Chief com- 
plaint, pain lower abdomen, constipation. Dura- 
tion, two years. Result following operation, did 
well after operation; failed to report later. 


No. 43.—Age, 52 years. Previous operations, 
none. Chief complaint, hyperacidity, eructation, 
myalgia. Duration, many years. Result follow- 
ing operation, symptoms relieved. Doing well 
one year after operation. 

No. 44.—Age, 56 years. Previous operations, 
tonsillectomy. Result, not given. Chief com- 
plaint, indigestion. Duration, all his life. Re- 
sult following operation, cured. 


No. 45.—Age, 38 years. Previous operations, 
none. Chief complaint, epigastric pain, acidosis, 
chronic constipation. Duration, seven years. Re- 
sult following operation, cured. 


No. 46.—Age, 83 years. Previous operations, 
none. Chief complaint, acidity, gas, eructation, 
nervousness, fatigue. Duration, not given. Re- 
sult following operation, cured. 


No. 47.—Age, 38 years. Previous operations, 
none. Chief complaint, fatigue, depression, 
tachycardia, insomnia, constipation. Duration, 
several years. Result following operation, cured. 


1923 
ions, 
dis- 
nsti- 
low- q 
| 
ions, q 
com- 

in 
gue, 
tion, 
phy- 
ions, 
acid- 
con- 4 
uria. 
llow- 
ions, 
no 
sten-- 
rdia. 
tion, 
ions, 
com- 
ches, 
rita- 
sev- 
eatly 
rly. pe 
ions, 
occa- 
tion, 
tion, 
lons, 
after 
yous. 
pera- 
‘ions, 
iges- 
she 
five 
‘ions, 
gas, f 
re- 
wing q 
ions, 
com- 
ed. 
ions, 
ition. 
vous- 
driac | 
time, 


242 SOUTHERN MEDICAL JOURNAL 


No. 48.—Age, 24 years. Previous operations, 
none. Chief complaint, gastric pain, gas, con- 
stipation, nervousness, fatigue. Duration, sev- 
eral years. Result following operation, cured. 

No. 49.—Age, 22 years. Previous operations, 
appendectomy. Result, no relief. Chief com- 
plaint, indigestion, gas, fullness, diarrhea, con- 
stipation, pain. Duration, several years. Result 
following operation, symptomatically relieved; 
cure expected. 

No. 50.—Age, 34 years. Previous operations, 
none. Chief complaint, pain in upper abdomen, 
distention, occasional nausea, frequent digestive 
upsets, nervousness, slight constipation. Dura- 
tion, several months. Result following operation, 
cured. 

{[Author’s Note.—-All these cases have been under observa- 
tion for a sufficient length of time following operation and 
treatment to have a fair idea of the result.] 
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DISCUSSION 


Dr. Willis F. Westmoreland, Atlanta, Ga.— 
This condition is purely a mechanical one, and it 
cannot be cured by medicine, rest, or diet. It is 
better to name these conditions right-sided ab- 
dominal conditions, as it is impossible to describe 
them under any one term. 


The primary condition is always of embryolog- 
ical origin. It is developed in this way: as the 
colon grows downward by picking up the attach- 
ment of the parietal peritoneum, the lower condi- 
tion is produced by some irregular growth in the 
ileocecal valve fold, which, instead of extending 
across the cecum, crosses down the fossa and pulls 
down the ileum. When these folds are sepa- 
rated the ileum is extended one-half or two 
inches. For instance, small tight bands will pro- 
duce more of an effect than large or broad bands 
or several bands together. If the colon at its 
lower point becomes twisted, stasis is produced. 
I am satisfied in my own mind that embryolog- 
ically the question is one of posture. The devel- 
opment of the gut has not kept pace with the 
erect position. When we walk on all fours the 
sigmoid or colon empties itself. Bands interfer- 
ing with the colon will produce more or less intes- 
tinal stasis. In other words, the contents con- 
stitute a puddle, so that you get the toxic effect 
of the absorption there. These small bands will 
aggravate or produce more angulation of the gut 
than the broad bands. 


The removal of what is known as Lane’s kink, 
which is very broad, has no effect for the simple 
reason that a broad band will not angulate the 
gut. 

I shall not go into the symptom-complex of 
these cases, because Dr. Strickler has covered that 
phase of the subject very well. 

The first patient I operated upon was in 1906. 
I have always advocated a _ straight rectus in- 
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cision, which gives me an opportunity for inspee- 
tion which we do not get by the more popular 
McBurney incision. As soon as I recognized that 
the appendix did not produce the symptoms, it 
occurred to me that if the bands went on to an- 
gulation, it had something to do with the causa- 
tion of the symptoms, and that it was necessary 
to correct the angulation. The removal of the 
appendix alone does not correct the condition, 
The appendix is an associated cause—never the 
primary cause. The appendix may aggravate 
the condition, but does not cause it. The re- 
moval of the appendix in 75 cases did not do any 
good at all. In quite a percentage of cases, 
where the operation of ligating the mesentery 
en masse was done, the distortion has increased 
and the patient was made worse by the opera- 
tion for the removal of the appendix. 

As to the effect of rest cure and diet, I shall 
simply mention one case. A patient had an at- 
tack when away from Atlanta and was treated 
by a stomach specialist, who made a diagnosis of 
visceroptosis. She was put to bed, the foot of 
the bed elevated, and the stomach strapped up. 
She was kept in bed for three weeks, during 
which time she gained twenty-odd pounds. 

Dr. George M. Niles, Atlanta, Ga.—The sub- 
ject of adhesions as well as the syndrome of 
symptoms, which Dr. Strickler so graphically 
portrayed, is one that is familiar to us all, and 
especially to those who endeavor to treat gastro- 
intestinal disorders. The symptoms complained 
of include those of depression, “biliousness,” a 
term which we use for lack of a better one, gas 
and distress. The symptom of gas is dinned 
into our ears so often that some of us hope some 
day to reach that happy state in those Elysian 
fields where we shall hear no more about the 
symptom of gas. 

A little over a year ago, at a meeting of the 
American Roentgen Ray Society, Dr. Gregory 
Cole, of New York, read a paper on “Congenital 
Adhesions Around the Pylorus and in the Right 
Upper Quadrant of the Abdomen,” which he 
called by the rather peculiar name of “cobwebs 
in the attic.” He spoke of them as congenital 
and said that they can be diagnosed only by the 
intelligent use of the roentgen ray. , 

As to the effect of these adhesions, I judge Dr. 
Strickler and Dr. Westmoreland are on the right 
track. In congenital adhesions, where they cause 
lack of rotation, nothing can relieve the patient 
except well considered surgical treatment and 
care; but, gentlemen, operation for post-operative 
adhesions have not always in my observation 
given permanent relief. I have known of num- 
bers of patients who were operated upon for 
post-operative adhesions by well qualified and 
careful surgeons; but only temporary relief was 
obtained, and the last state of these patients was 
worse than the first. Therefore, before entering 
into a surgical operation for post-operative ad- 
hesions, I think that point should be carefully 
considered. 

Several years ago I was called upon to talk 
upon the subject of adhesions before the Sur- 
geons’ Club of Atlanta, and I made this illustra- 
tion, which seemed to appeal to some of my hear- 
ers and friends, namely, a surgical operation for 
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post-operative adhesions might be likened to a 
cat fight, and you know that a cat fight generally 
means more cats. 


Dr. Sydney R. Miller, Baltimore, Md.—I can- 
not refrain from entering an energetic protest 
against what seems to me to be a further and 
unwarranted inroad of surgery into the legiti- 
mate domain of internal medicine. Surgeons are 
notoriously not keen students of the personality 
factor of patients—and are far too prone to ac- 
quiesce in operating, too often a lamentable re- 
sult of immature clinical study by the internist. 
Surgery today occupies a place of prominence, in 
contrast to medicine, which is both incongruous 
and productive of much harm. 

If I understood Dr. Strickler’s paper correctly, 
he speaks of a large and common group of cases 
upon which surgery should be the last thing per- 
petrated, not the first. These are patients too 
often tossed about from one specialist to an- 
other, nervous, malnourished, and complaining 
of a host of symptoms referable to the gastro- 
intestinal system, anorexia, constipation, vague 
discomforts, “biliousness,” etc. They are ego- 
centric sufferers, victims of that malign psychic 
state of over-awareness of themselves. Most of 
them have, among other things, certain fears of 
foods, or have been made worse by ill-founded 
dietetic fads, of either public or professional or- 
igin. Milk almost always makes them “bilious.” 
X-rays will invariably show some degree of ptosis 
and evidences of probable adhesions. These peo- 
ple need most, patient hours of personality study, 
reassurance based upon meticulous observation, 
and must be taught how to meet certain of their 
annoying but trivial symptoms. Persuade them 
that the Lord was not in His dotage when He 
made foods to eat; encourage them to eat re- 
gardless of anorexia; persistently paint the al- 
luring picture of health upon an ideal weight 
basis; and above all adhere to a systematic daily 
regime. As weight increases, digestion im- 
proves; the clouds of doubt and depression lift; 
and adhesions are broken by wedges of physio- 
logical fat. 


Dr. W. R. Houston, Augusta, Ga.—The group 
of cases to which Dr. Strickler referred, cases 
of extreme asthenia with predominating gastro- 
intestinal symptoms, are among the most per- 
plexing that the internist is called upon to study. 
I have recently had occasion to review the litera- 
ture upon the subject. An article by Dr. Bryant 
in the Annals of Surgery for 1912 reports a num- 
ber of these cases under the name of “Mem- 
branous Pericolitis.” He seems to think with the 
author that relief may be secured merely by the 
breaking up of adhesions. A year ago in the 
British Medical Journal appeared the monu- 
mental contribution of Waude in which nearly 
two hundred cases were reported with the re- 
sults of operation. His paper is entitled “Mobile 
Ascending Colon.” A large percentage of his 
cases had gone through an antecedent appendec- 
tomy without relief. By means of his operation 
which consists in a thorough-going fixation of the 
acending colon to the posterior abdominal wall 
he reports brilliant successes. He emphasizes 
particularly the extreme fatigueability of the pa- 
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tient as the major symptom, other symptoms 
such as gas and discomfort after eating being 
merely expressions of a general fatigueability. 
These cases come up so often for consideration 
and the internist is so hard put to it by the per- 
sistence of them in certain instances that he is 
naturally disposed to accept the surgeon’s sug- 
gestion that they be operated upon. In nearly 
every community of any size there is to be found 
a surgeon who is sanguine as to the results of 
operative treatment in these cases. Yet the ad- 
visability of operative treatment has never been 
largely attended to and in the ten years that 
have elapsed since it was first prominently 
brought forward the general consensus has been 
adversative. As Dr. Strickler has said, “Subse- 
quent to the operation it sometimes requires two 
years of medical care to restore these patients 
to normal.” There must be very few cases in 
which two years of intensive medical re-education 
and discipline may not accomplish these results, 
and it is not improbable that the lack of energy 
on the part of the physician and the lack of per- 
severance in the patient is the cause of our hav- 
ing them go to the surgeon for treatment which 
after all may possibly be in itself largely sugges- 
tion. 


Dr. Henry S. Ward, Birmingham, Ala.—This, 
gentlemen, to me is the old story. Apparently 
every year or two some one comes forward with 
a marvelous method of treatment. I think a 
large number of these cases belong to those in 
which Lane removed the colon. The same syn- 
drome the essayist described in his paper is also 
described by Lane, and with the removal of the 
colon it would seem they all got well. I have 
been in the habit of taking out the tonsils in 
some of these cases. I think it is the same old 
class of people handled in a new way. Some of 
these patients are so down in the depths, whose 
will power is so weak, that they have not the 
ability to adjust themselves to the ordinary way 
of living. Frequently, I think a surgical opera- 
tion is a sort of mental or psychic shock, and 
with the aid of the medical man after operation 
the patient is put on the road to recovery. Every 
now and then we all get hold of these cases. 
They have had surgical shocks, but not the men- 
tal building up by some good internist. If the 
surgeon will give the medical man his proper 
rights after he gets through with these patients, 
we shall have much better results than we have 
had in the past. It is a good thing for the sur- 
geon and internist to get together and treat this 
type of case. The surgeon can do whatever sur- 
gical work needs to be done, but after that they 
should be sent to medical men to be taken care of. 

Any form of treatment properly boosted often 
relieves. Otherwise, no matter what the treat- 
ment, we fail. Many again, both by heredity 
and environment, seem not to possess sufficient 
moral fiber to meet the strain of life and shield 
themselves from invalidism. So far, there is no 
royal cure. 


Dr. Tom A. Williams, Washington, D. C_—I had 
no intention of taking part in this discussion 
until I heard two of the internists present attack 
the paper and the first discusser of the paper. 
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We are talking of different things altogether. 
Dr. Miller spoke about a disease which we all 
know very well, especially we neurologists, and 
I am very glad that internists are beginning to 
find gastric neuroses (as we used to call them) 
which are cured by persuasion, suggestion and 
re-education, as he explained; but I do credit the 
author of the paper with a degree of common 
sense greater than not to be able to differentiate 
that syndrome when he sees it. The paper is 
a real contribution to a study of a difficult sub- 
ject, namely, the abdominal neurasthenic, to use 
a loose term. He specifically stated that a pa- 
tient in whom there were large bands was not 
improved if these bands were divided, and 
he would exclude any effect of suggestion by the 
operation from his general view of his cases. 
The patients who were improved were those who 
had small bands, small adhesions, which were 
formerly overlooked. So it would seem to me we 
should not simply laugh away this paper. I take 
it that there is no quarrel between the physician 
and surgeon in regard to this class of cases. If 
there is, the surgeon and internist ought to stop 
fighting. Dr. Strickler has given us a definite 
contribution of a specific case which is not 
psychic at all, who has not his stomach in his 
head, who is not a phobiac, in the first place, but 
is a phobiac only for the distress he feels in the 
abdomen, and misinterprets that as possibly a 
swelling which will stop the heart from beating. 
The patient is weak because he has _ intestinal 
stasis and constipation and is intoxicated, and 
not because he thinks he is weak. He is not in 
reality a psychic case at all, but a patient suf- 
fering from a lesion such as the essayist has 
pointed out, and if the essayist knows how to 
differentiate that case from the cases which have 
a phobia and are purely functional and can be 
cured, he has given us a valuable contribution 
which I for one certainly welcome. 


Dr. Strickler (closing).—The paper received 
about the reception I expected. In as much as 
these cases have been under observation for four- 
teen years, the conclusions presented are not the 
result of any snap judgment on our part. 


Many of these patients had been treated for 
years before we were consulted, several having 
been to some of the best clinics in this Country, 
and yet had obtained no permanent relief. How- 
ever, when we had them operated upon, the un- 
derlying pathology relieved, and the proper after- 
attention given, the results have been most grat- 
ifying. “The proof of the pudding is the eating 
thereof.” Before this plan of treatment, many 
of these cases were an economic loss. After this 
plan of treatment they are able to take up the 
duties of life and perform them in a satisfac- 
tory manner. 


We do not, by any means, operate upon all 
these cases. By proper rest, diet and exercise 
many of them can be put in a reasonably good 
state of health and remain comfortable as long 
as they follow directions. Others, no matter what 
plan of treatment is adopted other than the one 
under discussion, never remain well until the 
mechanical condition is corrected. For the in- 
formation of one of the speakers who referred to 


the removal of tonsils, I may say that many of 
these patients have had this operation without 
any benefit whatsoever. 


In regard to the length of time required for 
recovery, in cases of short duration, before fixed 
ideas have become established, this is reasonably 
prompt. However, when persons have suffered 
for years, a number of weeks and sometimes 
months are required in order to re-educate these 
patients and prove to them that it is perfectly 
possible to do many things which they consider 
deleterious or impossible. 


I am quite satisfied that many of the bad re- 
sults following operations of this character have 
been due to the fact that the cases were dis- 
missed too early and did not receive the after- 
care which they demand. The operation is only 
the first step toward the cure. All these patients 
should, following the operation, be placed under 
the care of a competent internist -until they are 
fully restored to health. In certain instances a 
rest cure is indicated, followed by a change of 
scene and environment and an abundance of out- 
door exercise. In addition, they must be taught 
the right attitude toward life, its duties and re- 
sponsibilities. We have found by actual experi- 
ence that this plan of treatment will secure the 
desired results and, therefore, feel sure of the 
correctness of our position. 


ILEOCECAL DELAY AND VAGUS RE- 
FLEX AS ETIOLOGIC FACTORS 
IN BRONCHIAL ASTHMA* 


By J. T. WOLFE, M.D., 
Washington, D. C. 


It is not my intention to dwell on the 
many features of bronchial asthma so well 
known to the profession, but to confine my 
attention briefly to the etiology and treat- 
ment. - 

Asthma is not a disease entity, but is a 
symptom, and the underlying cause must 
be found and removed or corrected in or- 
der to effect a permanent relief. 

Many theories—over five hundred since 
the time of Hippocrates—have been ad- 
vanced to establish the etiology of asthma, 
a few of which I shall review briefly. 

Heredity has been advanced as a factor 
in the causation, but heredity plays a part 
only as several members of a family may 
have a defect which leads to the symptoms, 
and I have seen several instances where 


*Read in Section on Medicine, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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there were two or more cases in one im- 
mediate family. 

Atmospheric conditions exercise an in- 
fluence only as an irritant might to excite 
the irritability or hypersensitiveness of the 
mucosa and the nerve terminals in the 
bronchioles, or they may serve to bring 
about a catarrhal state, which in turn will 
increase the irritability of the bronchioles. 

Pregnancy can be considered in a very 
minor degree, as the affliction exists in 
both sexes and pregnancy can cause only 
an increased burden upon the mother’s cir- 
culatory and respiratory systems, while 
bringing about increased metabolic proc- 
esses, with the resulting formation of in- 
creased amount of toxins. 

An inflammatory condition of the eyes, 
ears and upper respiratory passages may 
extend downward into the trachea and 
bronchial tubes with a resulting bron- 
chitis. Also a vasomotor disturbance in 
the mucosa of these regions with resulting 
inflammation and engorgement makes a 
favorable site for the lodgment of infec- 
tion which may set up suppuration in the 
adjacent sinuses, which condition in turn 
causes production of more toxins and their 
absorption into the general system. 

It has been pointed out that eczema, 
urticaria and psoriasis may be produced 
by some agent which gives rise to parox- 
ysms of asthma. Von Noorden has called 
attention to the fact that individuals who 
in their youth suffered with stubborn at- 
tacks of these skin diseases later in life 
developed asthma. 

Allen Eustis in the New York Medical 
Journal, May 27, 1916, says: 

“Most cases are caused by absorption of proteo- 
lytic toxins, which may be absorbed from a sup- 
purating sinus in the nose or from the intestinal 
canal. Treatment of intestinal toxemia is as im- 
portant as drainage of focal infections.” 

In another paper he says: 


“The writer has found evidence of autointoxi- 
cation in every case of asthma examined by him 
for four years, leading him to believe that during 
the attack there is some toxic agent in the blood 
which acts similarly to muscarine to depress the 
respiratory center to such an extent that the 
reflex stimulation of an inflamed nasal mucosa 
results in a stimulation of constrictor fibers of 
the vagus. Nearly every one of these cases was 
relieved by diminished nitrogenous diet and meas- 
ures to reduce toxemia.” 


_ Diphtheroid organisms have been found 
in sputum closely resembling morpholog- 
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ically those belonging to staphylococcic, 
streptococcic and pneumococcic groups. 


Chelmonski, in 1912, described thirteen 
cases in which x-ray revealed the presence 
of swollen lymph nodes encircling the 
bronchi, the largest nodes in the worst 
cases of asthma. 


Alteration of internal secretions has 
been suggested as the cause of toxemia re- 
sulting in asthma by producing excitabil- 
ity of the respiratory centers. 

Anaphylaxis, or sensitization to a spe- 
cific protein, was advanced by Meltzer in 
the September Journal of the American 
Medical Association, of 1910. While it is 
true that many sufferers are sensitized to 
certain substances, it is quite possible that 
this sensitivity is the result of toxins caus- 
ing an irritability of the local nerve ter- 
minals, rendering them subject to irrita- 
tion by certain specific proteins, and if the 
source of the toxins should be removed the 
excessive irritability would cease. Also 
this irritability may be due to a reflex ac- 
tion and if the cause of the reflex can be 
located and removed the effects of the pro- 
tein sensitization will disappear. 


I. Chanoler Walker, at the Peter Bent 
Brigham Hospital, Boston, has been doing 
considerable work on this sensitization the- 
ory in a series of six hundred cases of 
asthma. His working theory is based 
upon protein sensitivity with a sub-classi- 
fication of animal emanations 16 per cent, 
including dandruff, horsehair, feathers, 
cattle hair, wool, dog hair, etc., 12 per cent 
to different types of food proteins; 10 per 
cent to bacterial proteins; 11 per cent to 
pollen proteins. The remaining he classi- 
fied as seasonal non-sensitive and occupa- 
tional. Under treatment he mentions po- 
tassium iodid, codein and adrenalin, but 
relies upon protein desensitization spe- 
cially by feeding the protein after deter- 
mining the protein by skin reaction. He 
decries promiscuous operations in the nose 
and throat for relief of this condition and 
says that the conscientious nose and throat 
specialists have learned to refrain from 
removing everything in their operative 
field as a cure for asthmatic conditions. 
He cites a case reported by Dr. Babcock 
where an asthmatic patient who had gall- 
stones was relieved after successful opera- 
tion and drainage of the gall-bladder. He 
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also cites a patient of his who developed 
a hernia and soon was troubled with asth- 
ma, but was relieved by herniotomy. The 
same patient developed hernia on the oppo- 
site side and again was troubled with 
asthma, only to be relieved upon the sec- 
ond successful herniotomy. He admits that 
climatic change is an expensive experi- 
ment and usually a poor investment. 

Some authors pointed out alternating at- 
tacks of urticaria and asthma. It will be 
recalled that urticaria is a cutaneous man- 
ifestation of a toxemia, generally consid- 
ered intestinal. 

Numbers of cases of asthma have asso- 
ciated hay fever, but this condition is by 
no means present in a majority of cases of 
asthma. However, there is no reason why 
a hay fever patient may not have the un- 
derlying pathologic conditions to bring 
about asthma. 

Morbid changes occur in the bronchial 
mucosa in a large percentage of cases and 
some observers have attributed the parox- 
ysms to this catarrhal inflammatory swell- 
ing, but the sudden onset and disappear- 
ance preclude this theory. The writer feels 
that these changes may be due to disturb- 
ance of the trophic and secretory influence 
of the vagus nerve. 

Dyspeptic asthma is a term applied to 
those cases where the attacks come on dur- 
ing the process of digestion, especially if 
any exertion be made at that time. This 
type has been cited by Dr. Max Einhorn, 
in the Journal of the American Medical 
Association, February, 1902, and divided 
into two types: those that come on imme- 
diately after eating and those that come 
on two or three hours after. 

Dr. David I. Macht, of Baltimore, writ- 
ing in the SOUTHERN MEDICAL JOURNAL in 
July, 1919, on the use of benzyl benzoate, 
says: 

“Even these cases of so-called ‘true asthma’ are 
not an entity and the etiology and pathogenesis 
of asthma are still in a state of hopeless confu- 
sion. 

Again in the same article, 

“Indeed, in view of our lack of knowledge of 
the etiology and pathogenesis of asthma it is not 
at all surprising that many cases of asthma are 
not helped by this benzyl benzoate, as the drug 
acts merely as a broncho-dilator and sedative to 
the bronchial muscle.” 

He claimed 75 per cent of cases were 
benefited and that in some the action was 
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very striking; in fact, only equaled by the 
action of adrenal chlorid subcutaneously, 
He claims no cures; and the best that can 
be made of his article is that benzyl ben- 
zoate is only a palliative to allay the spasm. 
Personally, I have had some alarming re- 
actions from the administration of adre- 
nalin and now use it only in selected cases, 


E. L. Smith, in the Medical Record, Jan- 
uary 29, 1907, says: 

“Asthma is caused by a reflex irritation of the 
pneumogastric nerve which causes the muscular 
fibers of the bronchioles to contract. The cause 
of this irritation is swelling of the nasal mucosa 
and pressure on asthmatogenous areas. The cir- 
cular muscular fibers of the small bronchioles are 
well developed and are controlled by the pneumo- 
gastric nerve.” 

Dr. Pottenger agreed with me that asth- 
ma is due to a sustained reflex condition of 
the vagus ,nerve, a state of hypertonus, 
and that any pathologic condition which 
could keep the vagus in a chronic state of 
irritation could cause the reflex contrac- 
tion of the circular muscles in the bron- 
chioles, admitting as factors the nose, na- 
sal sinuses, tonsils, throat, genito-urinary 
organs, etc. 


This brings me to the germ of my pa- 
per: that my findings during a period of 
ten years’ study of this condition have 
taught me that cases of asthmatics show 
marked abdominal disturbances. Some 
cases had severe attacks of vomiting with 
the asthma, even to the vomiting of bile. 
Some had marked abdominal soreness, 
especially after several days’ duration of 
the asthma. These and other phenomena 
led me to a close study of the abdomen in 
all my cases and I found practically with- 
out exception that they had more or less 
tenderness, especially over the entire right 
rectus with more or less rigidity of that 
muscle; that they were mostly constipated, 
though once in a while an individual would 
tend toward diarrhea; that practically all 
had marked enteric gas. 

I had a case of a man 64 years old, an asth- 
matic for 20 years, who had such marked abdom- 
inal discomfort that I recommended operation, 
which I performed at George Washington Hos- 
pital four and one-half years ago. I found the 
appendix cecum and the entire ascending colon 
bound down with adhesions. Upon removing the 
appendix and freeing the cecum and ascending 
colon the patient made an uneventful recovery, 
was relieved of his asthma and has never suffered 
a recurrence. 
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About two months after his operation, his 
daughter, also an asthmatic, who was being 
troubled with enteric gas to the point of disten- 
tion and who had been having severe pain in the 
small of the back for a period of nearly two 
years, consented to operation. She had had an 
operation and drainage for an appendiceal ab- 
scess 18 years previously and been told that the 
appendix had sloughed out. Believing she had a 
condition requiring operation she consented, and 
I operated upon her at George Washington Hos- 
pital and found a short stump of an appendix 
about three-quarters of an inch long, retroperito- 
neal in type. Her cecum and ascending colon 
were entirely bound down with adhesions and the 
omentum was adherent to the colon. Complete 
relief followed her operation, to say nothing of 
disappearance of pain in the back and general 
improvement in health. 

These two cases served to convince me 
that this condition of adhesions of the 
cecum, appendix, ascending colon and in 
some instances the lower part of the ileum 
had a marked bearing on asthma from the 
standpoint of etiology. 

My work since then has still further con- 
vinced me. For a long time I was divided 
between two theories: one that the delay 
at the cecum caused the contents to re- 
main in the small bowel too long with re- 
sulting putrefaction and fermentation 
with reabsorption of toxins through the 
small bowel, and that these toxins circu- 
lating through the body produced irrita- 
bility of the muscular fibers in the bron- 
chioles; and the other was that irritation 
of the lower terminals of the pneumogas- 
tric due to these adhesions caused a reflex 
or chronic state of irritation in the upper 
terminals supplying the bronchioles, thus 
producing the spasm under discussion. I 
am rather inclined to feel that both factors 
enter into the symptom complex. 

To freshen our memory : the pneumogas- 
tric takes origin from the floor of the 
fourth ventricle, leaves the cranium by 
the jugular foramen, runs down the neck 
and has branches connecting with the 
fifth, seventh, eleventh and twelfth nerves, 
supplies branches to the pharynx, muscles 
of deglutition, muscles of the larynx ex- 
cept the crico-thyroid, esophagus, heart, 
bronchial tubes, stomach, liver, kidneys, 
omentum, spleen and small and large in- 
testines, with motion, sensation and secre- 
tion. A branch is given off from the gan- 
glion of the root to join the petrous gan- 
glion of the ninth nerve. The pneumogas- 
tric does not supply the tonsils, but the 
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ninth does, also the soft palate and fauces. 

I can find no authority for believing that 
the vagus supplies the tonsils or the gen- 
ito-urinary system, so I cannot agree that 
a hypertonus state of the pneumogastric 
can be brought about through reflex from 
irritation in the genito-urinary tract, ton- 
sils, nasal passages and sinuses. 


In order to appreciate how any factor 
precipitates an attack of asthma, we must 
understand something of the mechanism 
of asthma, and I believe the most logical 
theory is that the small circular muscles 
of the bronchioles contract and constrict 
their lumen, thereby preventing the free 
passage of air through these bronchioles. 
Asthma is something of a convulsion of 
these circular muscles, and in order to ob- 
tain such a convulsive contracture, we 
must get a motor impulse to these muscles. 
It will be recalled that the vagus has mo- 
tor, secretory and sensory functions, to- 
gether with trophic, so it can be readily 
seen that a stimulus of the vagus nerve 
can excite any one or all of these functions. 
Recalling the great distribution of these 
nerves, it will readily be seen that any 
chronic irritation of them can serve to 
keep them in a chronic state of sensitivity 
or hypertonus, or exaggerated reflex, call 
it what you may. Just a moment’s thought 
will recall that there are practically no 
usual causes along the path of the left 
vagus, but that the right has the gall-blad- 
der, bile ducts, ileocecal junction, which 
is a site of heavy traffic, and the appendix. 
It can then readily be understood that the 
right vagus is the one which starts most 
of the trouble. 


Disease of the gall-bladder and bile 
ducts; chronic inflammation of the appen- 
dix with attending irritation of the ileo- 
cecal junction and lower portion of the 
ascending colon, with resulting chronic 
peritonitis of these parts and formation 
of varicose veins and adhesions can readily 
serve to keep the right vagus in a state 
of hypersensitiveness so that almost any 
stimulus can cause the discharge of the 


impulses to bring about the constriction of ~ 


the small circular bronchiole muscles. It 
can be seen readily that a heavy meal, with 
overburdened digestion; errors of diet 
(call it sensitization if you will); over- 
exertion; excitement; indigestion with gas 
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formation; inspiration of dust or pollen or 
any local irritant to the mucosa covering 
the small bronchiole muscles; or an attack 
of acute bronchial cold or infection can 
precipitate the impulses in the constrictor 
fibers of the vagus to bring about the phe- 
nomenon which we term asthma. 


We must not forget the secretory func- 
tion of the vagus. Many of us have seen 
our patients suddenly fill up with mucus 
without warning and a wild, frightened 
expression seize them. On the other hand, 
the motor function may predominate for 
days and we will see dry asthma with no 
secretion, relief coming only when the 
cough develops and the patient can begin 
to raise mucus and expectorate. Lack of 
time and space forbid me from enlarging 
upon the clinical picture which many of 
us have often seen, than which there is 
none more pitiful. 


From the above we can draw a simple 
illustration, “That a gun cannot be fired 
unless it is loaded.” Remove the load from 
the gun and you can pull the trigger at 
will and no discharge will take place. So 
it is with the vagus. The convulsion can- 
not be precipitated through its terminals 
if the nerve is not subject to some excit- 
ing influence, and in a state of hypertonus 
or exaggerated reflex ready to respond to 
one or any or all of the above named ex- 
citing factors. Then the logical thing to 
do is to remove the cause that is keeping 
the vagus loaded and ready to be dis- 
charged by finding that chronic exciting 
factor and removing it. 


Looking back over my cases prior to the 
discovery of the abdominal condition, I can 
readily understand why some of them had 
such prominent digestive disturbances. I 
shall report a few of them. 


C. C., a male, age about 36, lived an outdoor 
life in the mountains and had chronic asthma 
with severe paroxysms of very intense nature. 
He was well developed physically, but sensitized 
to banana protein, as a slice one-fourth of an 
inch thick would precipitate an attack. He was 
operated upon for an abdominal condition about 
June 1, 1919, and has had very little trouble since. 
He states that he can eat half a dozen bananas 
without precipitating an attack. ; 

J. A., a female, extremely emaciated, was 5 feet 
9 inches tall and weighed 93 pounds. She had 
had asthma for 20 years constantly and chronic 
pleurisy on the right side with pain and constant 
cough. She was sensitized to egg and had chronic 
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albuminuria. She was operated upon September 
15, 1920, and extensive adhesions, etc., were 
found. She is gaining in weight, the pleurisy js 
about gone, and she sleeps all night. She coughs 
very little and is gradually improving. She eats 
eggs ad lib. and the urine is clear of albumin, 

J. A., a male, 11 years old, had had chronic 
asthma for 8 years. He weighed 50 pounds. He 
was operated upon August 21, 1920, and exten- 
sive adhesions and enlarged glands up the ascend- 
ing colon were found. He gained 10 pounds the 
first week after leaving the hospital, above the 
pre-operative weight. His body is building up 
and gradually getting free from asthma. 

G. R., a male, aged 36, was operated upon Sep- 
tember 27, 1920. He had been always troubled 
with a cough and more or less pleurisy on the 
right side. He was very thin and run down. He 
had had digestive disturbances and chronic al- 
buminuria. Since operation the cough is gone 
and what sibili he had have disappeared. He is 
gaining weight and doing finely. He has no al- 
buminuria at the present time. 

A. B. R. was a river man, aged 49, and only 
fairly nourished. He had had chronic asthma 10 
years and could work only part of the time. He 
was operated upon August 31, 1920. He had a 
chronic adherent atrophied retrocecal appendix 
and massive adhesions of the cecum, ascending 
colon and hepatic flexure. He has had a few mild 
attacks since operation, but says he could lie 
down in them. He is practically free now of 
asthma and the stethoscope shows no sibili. 

W. C. C. was a male, aged 34, who had had se- 
vere attacks of asthma for about 9 years. Four 
physicians in his family brought a prominent 
surgeon into the case, who insisted on the gridiron 
incision. I could remove appendix, but could not 
free adhesions. The case was improved, but not 
a success. 

I could site more, as I have had a series 
of seventy-five cases of asthmatics of vary- 
ing stages, 33 1-3 per cent of whom have 
been operated upon with such satisfactory 
results that I feel justified in continuing 
the work upon those who do not respond 
satisfactorily to medical treatment. Medi- 
cal treatment consists largely in correct- 
ing, as far as possible, the errors of diges- 
tion and the use of such expectorants and 
vaccines as will correct the secondary 
bronchitis. 

A review of my cases convinces me that 
a number of the so-called “protein-sensi- 
tive” patients were sensitized only inas- 
much as they had derangements within the 
abdomen, and also that many of the cases 
I treated before beginning to operate were 
suffering with the same condition. 

The length of time for complete recov- 
ery following operation to release the 
cecum, colon and omentum from adhesions, 
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varies. I usually tell my patients that 
they must not expect complete relief from 
asthma under a year, that it takes a cer- 
tain length of time to repair the diseased 
condition of the bronchial tubes and to 
outgrow the habit of spasm in the muscles 
of the bronchioles. Those cases that con- 
tinue the attacks following release of ad- 
hesions gradually improve in that the at- 
tacks get lighter and further apart, though 
I have had a number of cases that never 
had a recurrence following the operation. 
Several of these patients had had their ton- 
sils removed, septums straightened, etc., to 
say nothing of climatic changes and such 
treatment as they could get. I am fully 
convinced that there is some basic funda- 
mental pathologic condition behind this 
protein sensitization theory such as I have 
described, and treating the sensitivity is 
treating the symptom and not the disease. 


The operation consists of opening the 
abdomen by means of an overlapping right 
rectus incision parallel to the median line 
one inch from the outer margin of the 
rectus. The skin is divided, then the 
sheath of the rectus immediately beneath 
the skin incision. The rectus is freed from 
the outer portion of its sheath and re- 
tracted toward the median line. The peri- 
toneum being thus exposed directly be- 
neath the skin incision is opened and the 
ascending colon located and traced to the 
appendix. Appendix, cecum and ascend- 
ing colon are usually bound by adhesions, 
but some cases show only a chronic dirty 
appendix that is not adherent, while the 
adhesions may begin at the upper portion 
of the cecum. The omentum has usually 
become bound to the colon by web-like ad- 
hesions and the collateral circulation be- 
tween the omentum and colon is well es- 
tablished, large tortuous veins of a vari- 
cose type being present. In some cases 
the bowel is so bound that it is completely 
enveloped by adhesions.. The omentum is 
freed from the colon up to the hepatic flex- 
ure and the bleeding points are all tied off 
with plain gut, step by step. The colon, 
which has been bound down, upon being re- 
leased immediately balloons considerably, 
as it has not been in the habit of employing 
its circular muscle fibers. After removing 
the appendix and freeing the adhesions 
the incision is closed. 
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For ten years I have been employing 
slow distending enemas daily to distend 
the colon, following abdominal operations, 
to prevent the colon from being bound 
again by adhesions. Under this method 
no case has given trouble with adhesions 
following operation. Also I refrain from 
feeding the patient till the third or fourth 
day, as introduction of food seems to 
serve only to promote the formation of 
gas and distress for the patient, as the 
digestive function is practically paralyzed 
following laparotomy for any cause. 


The follow-up of these cases, after con- 
valescence from operation, where there has 
been marked change in bronchial tubes 
and lungs and pleura is important, as the 
old, long-standing bronchitis has to be 
cleared up to obtain perfect relief. 


It will be seen, if my hypothesis is well 
taken, that asthma can be relieved by lo- 
cating and removing the cause of the hy- 
pertonic state of the vagus nerve. I do 
not claim that adhesions such as I have 
described and the resulting chronic peri- 
tonitis are the only cause of this hyper- 
tonus, for I feel there are other conditions 
along the path of this nerve that might 
arise, but I do believe that a majority of 
such pathologic factors will be found 
within the peritoneal cavity and that the 
adhesions above described will constitute 
a large majority of these intra-peritoneal 
conditions. Also the production of intes- 
tinal toxemia must always be considered 
as a factor in keeping the patient’s health 
below par. 


DISCUSSION 


Dr. W. W. Duke, Kansas City, Mo.—Real 
asthma, excluding cardio-renal asthma, emphy- 
sema, enlarged thymus, etc., is due to a congenital 
state which permits an individual to become sen- 
sitive to some foreign substance. Once sensitive 
the individual is likely to have asthma whenever 
he comes in contact with the substance to which 
he is sensitive. 

I can readily conceive that abnormality in the 
intestinal tract or its appendages might predis- 
pose to the absorption of partly digested sub- 
stances which could sensitize a susceptible indi-, 
vidual, and that thereafter the absorption of such 
products could produce asthma. I can also read- 
ily conceive that correction of defects of this sort 
might change the nature of digestion or putre- 
faction and in this way eliminate the elaboration 
: = substance which was damaging to the pa- 

ient. 
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Some years ago I reported a number of cases 
of abdominal pain due to hypersensitiveness to 
foods, such as honey, shad roe, egg, etc., and in 
these patients found a serious lesion in the abdo- 
men in over half of the cases. In several of these 
partial relief of the hypersensitive state was ob- 
tained by surgical correction of the lesion found. 
For example, one patient invariably had severe 
abdominal pain following the ingestion of milk 
or lactalbumin. The same pain could be repro- 
duced by subcutaneous injection of lactalbumin. 
The patient was found to have gall-stones; and 
following the removal of gall-stones could drink a 
certain amount of milk without discomfort. 


Reflexes through the vagus unquestionably add 
to the symptoms caused by hypersensitiveness to 
foreign substances. It is well known that asthma 
due to pollen sensitiveness, for instance, may be 
either made worse or relieved by such reflexes as 
those caused by evacuation of the bowels by emet- 
ics or vomiting, by the ingestion of food, by the 
inhalation of cold air, etc. Such reflex factors, 
however, I believe are purely secondary. While 
they are important, they sink into insignificance 
in comparison with the primary source of asthma, 
namely, hypersensitiveness to foreign matter. 


Dr. Sydney R. Miller, Baltimore, Md.—Dr. 
Wolfe is right in saying that in all likelihood 
asthma is a symptom rather than an entity. That 
its causes may be multiple no one can doubt. 


Despite the advancement of some four or five 
hundred theories about asthma, we had no con- 
crete knowledge about its mechanism until Melt- 
zer’s work came out some eight or ten years ago. 
In the study of anaphylaxis he observed that cer- 
tain phenomena were analogous to the condition 
clinically known as asthma. Work was started 
along that line which has developed very success- 
fully since, and the burden of proof is now upon 
those who do not subscribe to the allergic theory 
of this condition. It has been shown beyond much 
question of doubt that in most instances the state 
of hypersensitiveness is a fgctor inherited in ac- 
cordance with certain laws laid down by Mendel. 


I cannot possibly agree with the point of view 
which Dr. Wolfe advances: that asthma results 
from the effect of adhesions somewhere around 
the cecum, demanding primarily surgical inter- 
vention. It would require a great deal of stretch- 
ing of my imagination to believe that such a con- 
dition as this would explain attacks of asthma 
which follow within a few minutes after exposure 
to, ingestion of, or contact with specific proteins. 
It could hardly explain the asthma which de- 
velops in the early years of childhood, following 
the first ingestion, for instance, of egg white. It 
is rather difficult to believe that a patient who 
suffers from asthma only at one season of the year 
when exposed, for instance, to ragweed pollen or 
when brought in contact with animal emanations, 
has this reaction as a result of some intestinal 
toxemia; nor is it easy to believe in the wisdom 
of advising an operation for such a patient with 
the expectation that adhesions loosened will pre- 
vent subsequent attacks of pollen or animal 
asthma. Whatever we may think about asthma, 
we may as well be honest and admit that we 
know relatively little about it. It is our experi- 
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ence in Baltimore that many showing a specific 
protein factor can be cured either by desensitiza- 
tion or by persistent avoidance of the article 
which induces the attacks. Many cases seem to 
improve after the utilization of justified surgery, 
such as the removal of bad teeth, tonsils, or the 
clearing out of infected sinuses. But the vast 
majority of such cases tend sooner or later to 
manifest again their asthmatic symptoms. | 
should be loath to have many patients operated 
upon under the inducement that an abdominal op- 
eration would have any particular benefit. 


Dr. A. L. Levin, New Orleans, La.—Widal, 
after experimenting for a number of years, 
demonstrated that if a protein which is not chem. 
ically well disintegrated enters the portal circula- 
tion and the liver does not arrest .it, there is a 
crisis expressed by a leucopenia, a fall in blood 
pressure and a change in the coagulation time. I 
took up this matter and those observations I shall 
explain in detail when I read my paper tomorrow 
morning. I have studied a number of cases rep- 
resenting various groups, among which is a group 
of asthmatics. 


A case of asthma during an attack was referred 
from the medica! clinic to our service with gastric 
symptoms. He gave a decided leucopenia after 
protein ingestion. Widal has demonstrated in 
cases of that type and of other types that there 
is a disturbed liver function. We can immunize 
them in from twenty minutes to half an hour be- 
fore the protein meal is given by small quantities 
of panopepton in one-half or one-ounce doses. In 
cases of asthma it was interesting to observe that 
after a disturbed proteopexic function of the liver 
was corrected they improved. Evidently Widal 
is right. 

Other observers claim that we find albumoses 
and peptons crossing the gastric and_ in- 
testinal mucosa before they are changed to the 
stage of amino-acid; and that if we improve the 
chemical breaking up of the substances before 
they go into the portal circulation we may relieve 
the liver of great embarrassment. In my experi- 
ence, as a rule, we find in asthma cases a low 
hydrochloric acid content. They often have bil- 
iary disturbances when they take protein; the 
protein is absorbed from the mucous membrane 
into the portal circulation before it is chemically 
prepared for it, and disturbances result. I have 
put these patients on hydrochloric acid after 
meals and pepton half an hour before meals, and 
in less than thirty-six hours the attacks of phe- 
nomena have disappeared. 


Dr. E. C. Thrash, Atlanta, Ga—Asthma is a 
symptom-complex arising from multitudinous 
causes, many of which we know nothing about. 
It arises frequently from hypersensitiveness to 
flora of the respiratory system. The proteins of 
these flora are undoubtedly the cause of more of 
the asthmas than all other causes of which we 
know. 


The next most common causes of which we 
know are those resulting from faulty metabolism. 
This metabolic disturbance arises chiefly from dis- 
ease processes which set free toxins into the cir- 
culatory system, such as the various kidney dis- 
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turbances, cardio-renal complexes and endogenous 
intoxications. 

It is beginning to dawn upon us now that the 
disturbances of the internal secretions have some- 
thing to do with asthmas, but we have made little 
progress in obtaining definite knowledge of their 
exact relations. 

As one of the feeble sources of asthma, I would 
think of intestinal disturbances of all kinds. 

It has been shown conclusively that bacteria, 
food, pollen and other protein sensitization are 
the most common causes of asthma, and we have 
accomplished much in the way of relieving these 
disturbances with desensitization by inoculation 
of the proteins. 

I have obtained poor results from food protein 
desensitization, but have succeeded in desensitiz- 
ing with pollen proteins and the bacterial content 
normally found in the respiratory tract. 


Dr. Allan Eustis, New Orleans, La.—When we 
speak of serum sickness we say nothing but that 
there is a toxemia. There is a proteolytic toxin 
or toxins liberated in the circulation in this con- 
dition and it is possible that analogous proteolytic 
toxins can be absorbed from the intestinal canal. 

A large number of hay-fever cases in which 
there is no definite anaphylaxis or protein sensi- 
tization may be greatly relieved by overcoming 
the intestinal toxemia. They will often go 
through a whole season if watched carefully for 
absorption of intestinal toxins without an attack. 

My experience in intestinal toxemia does not 
coincide with the views that have been expressed 
by Dr. Wolfe. In a series of 350 cases there were 
only 2 in which I found it necessary to resort to 
surgery to overcome the intestinal toxemia. Most 
cases of intestinal toxemia can be overcome by 
dietetic and hygienic measures without resorting 
to surgery. 


Dr. Wolfe (closing).—In the discussion no one 
spoke of the mechanism of asthma. There must 
be contraction of the bronchial muscles, and for 
that there must be a direct stimulus of the mus- 
cles or a nerve impulse. You can bring this about 
by local irritation or by absorption of proteolytic 
toxins after hypodermic inoculation. We know 
that a certain substance circulating through the 
system will either excite nervous impulse of a 
muscle or locally irritate the muscle when it gets 
to it. I do not know which it does. 

Protein sensitivity excites something that brings 
about this mechanism, whether it does it in the 
circulation by direct contact or by irritating the 
vagus nerve, thereby contracting the fine bron- 
chioles. 

Sanborn in a series of 800 cases observed at 
the Mayo Clinic reports 500 that were absolutely 
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negative to protein sensitization. One hundred 
doubtful, while 200 cases were positive. 

Has any one ever done a series of 800 protein 
inoculations on normal individuals? We should 
probably get 25 per cent reactions by any skin 
inoculation, even some by salt solution. 

Of course, we all dislike to see patients op- 
erated upon. I said in my paper two years ago 
that I operated upon one-third of my cases. Since 
then my ratio has markedly decreased. 

Deep abdominal massage is one of the most 
valuable factors in the treatment of these cases. 
Outdoor exercise has been emphasized, but I find 
deep massage over the entire abdomen and espe- 
cially over the ileocecal junction, toning up the 
intestinal muscles so that the patient eructates 
gas, very valuable treatment. Some patients be- 
gin to eructate as soon as I commence massage. 
It tones up the abdominal muscles which have be- 
come so relaxed that they have ceased to perform 
their function properly. In the operation, the 
bowel is frequently found bound down so that in 
releasing the adhesions it balloons out, which 
shows that its circular fibers have been practi- 
cally paralyzed owing to long disuse. 


In regard to the time of recovery following op- 
eration, it takes a certain amount of time to re- 
pair the human body after the removal of a 
chronic infection or anything else. In some cases 
we may have a purely functional disturbance to 
deal with. 

Dr. Levin spoke of the fact that proteins may 
enter the portal circulation in a raw or semi- 
digested state, and stimulate the bronchiole mus- 
cles to contract, thereby producing asthma. After 
my operation and restoration of the digestive 
function the patients split up the proteins and 
they no longer enter the portal circulation in a 
raw state. If they are injected under the skin 
they can still irritate the bronchial muscles, as 
they enter raw. 

The digestion has been markedly improved in 
all these cases, and every one is living. The sec- 
ond case I reported, the daughter of the first case, 
gained from 95 to 160 pounds, showing the gen- 
eral improvement in her condition. You improve 
these cases if you improve their digestions. 

Dr. Thrash said that asthma is a symptom- 
complex, with multitudinous causes. That has 
been brought out in many instances, but all these 
causes simply precipitate the mechanism of 
asthma. I operated upon a man who was sensi- 
tized to milk chocolate. I found slight adhesions, 
a definite Lane’s kink and a true angulation of 
the ileum as it entered the cecum. Within a 
month after operation he carried a bag of choco- 
lates in his pocket and ate them on the street. 
His digestion was completely restored. 


rated 
al op- | 
Vidal, id 
fears, | 
=hem. 
‘cula- 
is a 
blood 
ie. | | 
shall 
| 
rep- | 
‘roup 
stric 
after 
here 
here g 
nize 
r be- | 
ities 
that 
liver 
‘idal 
oses 
he 
the 
the 
fore 
ieve i 
eri- 
low 
bil- 
the 
ane q 
ally 
ave 
fter 
and 
ou 
ous 
ut. 
to 
of 4 
of 
we 
sm. 
lis- 
| | 


5 


252 SOUTHERN MEDICAL JOURNAL 


MALARIA IN CHILDREN AND THE 
ABUSE OF QUININ* 


By EUGENE ROSAMOND, A.B., M.D., 
Memphis, Tenn. 


It is the custom of physicians in the 
Mississippi Delta, especially in the smaller 
towns and in the rural districts, to give 
quinin to all patients they see during the 
malarial season. This practice finds justi- 
fication in the argument that waiting for 
a laboratory report from a distant city, 
or even waiting to carry a blood slide back 
to their own offices, finding the time to 
examine it, and then getting the report, 
the medicine and the instructions back to 
the patient who, perhaps, lives miles away, 
would needlessly sacrifice many lives. 

Again, it is practically impossible for 
most country practitioners, busy perhaps 


sixteen hours in each twenty-four, to ex-. 


amine promptly the large number of blood 
slides they might collect in a day’s work, 
even if they possessed the requisite skill 
with stains and microscope. 

The establishment of district laborato- 
ries by the various state boards of health, 
the building of good roads and the auto- 
mobile are rapidly bringing the necessary 
laboratory aids to the country doctor. But 
the problem of time still remains, and so 
for a while longer we can find no criti- 
cism of the promiscuous giving of quinin, 
provided it is given by mouth and in phys- 
iological doses, and must endorse it on its 
record of lives saved. 

But to us as specialists, living in the 
larger towns and equipped to make differ- 
ential diagnoses, there can be no _ justi- 
fication for the “therapeutic diagnosis” of 
a disease whose presence or absence the 
laboratory can determine with certainty. 

Despite various text book statements to 
the contrary, the opinion prevails among 
a majority of our better informed physi- 
cians that the percentage of positive lab- 
oratory findings is low as compared with 
the actual number of malarial infections. 
To determine the accuracy of these opin- 
ions, I examined the records of 300 cases 
of malaria treated at the General Hos- 


*Read in Section on Pediatrics, Southern Med- 
ical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 
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pital of the City of Memphis with the fol- 
lowing results: 


No. of cases in which parasites were 

No. of cases in which parasites wer 

Percentage of positive findings.............. 97 
No. of aestivo-autumnal infections........ 150 
No. of tertian infections ........................ 141 
Spleen not palpable in.................00............ 158 cases 


In the nine cases where the parasites 
were not found, all had had quinin pre- 
vious to the blood examination. 


These examinations were made under 
the supervision of Dr. William Krauss, 
Director of the Laboratory for Field In- 
vestigation of Malaria, U.S.P.H.S., who, 
by courtesy, is doing this work for the 
University of Tennessee, for Memphis 
physicians, and for west Tennessee. 


Of course, we must take into considera- 
tion that the hospital case is a case of 
heavy infection, but even so, this result 
shows that the blood test for malaria is 
more reliable than is the Wassermann test 
for syphilis, and we do not give arsphena- 
min on a negative laboratory report. 


In our children’s clinic, which handles 
over 1500 private patients monthly, many 
of them coming from various sections of 
the Delta, all cases of proven malaria (and 
no child is given quinin unless the para- 
site is found) have been carefully tabu- 
lated as to mode of onset, symptoms, dura- 
tion of fever, dosage of quinin, number 
of relapses, etc., and in a series of 100 
cases studied, ranging from 17 days to 15 
years, we have reached the conclusion 
that malaria in childhood presents no spe- 
cial problem either in symptoms, clinical 
course or in response to treatment. Mala- 
ria is malaria. The incidence of age has 
nothing to do with it except that the 
protective organism of the child is infe- 
rior to that of the adult and responds more 
violently to toxines, so that convulsions in 
children often replace the chill of the 
adult, just as is the case in any acute in- 
fection. 


Malaria may of course simulate almost 


‘any disease, but so may typhoid fever, and 


unless its course has been modified by the 
administration of quinin it usually runs 
as true to form as any infection we see. 
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Because of the inferior protective or- 
ganism of the child, phagocytosis by the 
endothelial cells of the capillaries and by 
the large mononuclear cells is lessened 
and the parasites are perhaps easier to 
find. 

Sporulization occurs about one to two 
hours before the onset of the chill, so that 
blood taken just before chill time must be 
searched more carefully in order to find 
the parasite. The greater number of par- 
asites are perhaps found in the peripheral 
blood during the sweating stage, when the 
skin is relaxed and the capillaries are 
flushed with blood. 

Provocative doses of adrenalin may 
flush the parasite out of the bone marrow 
and deep organs. 


Hereditary transmission of malaria does 
not take place. Most observers agree that 
prenatal infection does not occur. 


A few cases of malaria in very young 
infants have been reported. Manna- 
berg (L1) gives the incubation period of 
malaria, which would vary with the num- 
ber of sporozites introduced into the 
blood, as from six to twenty-one days. 
The youngest case I have ever seen was 
17 days old. This, I wish to record here: 

Baby H., white, female, age 19 days, was 
brought to my office from the Mississippi River 
bottoms of Crittenden County, Arkansas, in May, 
1922, for high fever which had lasted two days, 
or since the child was 17 days old. The baby 
weighed seven pounds. Physical examination 
was negative, but a routine examination of the 
blood revealed tertian parasites in great numbers 
and in different stages of development. The 
temperature was 105° F., but the child had had 
no convulsions. The mother had chills before 
and after the birth of the baby, and the baby had 
been bitten by mosquitoes every day of its life. 
Recovery was prompt and uneventful. The pa- 
tient and the blood was shown to several col- 
leagues. 

There is absolutely no truth in the pop- 
ular idea that malaria tends to recur on 
the seventh, fourteenth, and twenty-first 
days. 

The administration of quinin to chil- 


dren should be by mouth except in perni- 
cious cases where the patient’s life is in 


‘immediate danger. Here intravenous dos- 


age is permissible, but only for the im- 
Mediate crisis. The best method of ad- 
ministration is by capsule or tablet to older 
children, and in aromatic syrup of yerba 
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santa or syrup juvans to younger children 
and babies. 

(1) Bass’ objection to quinin in solu- 
tion on the grounds that such unnecessa- 
rily unpleasant doses will not be taken for 
a full and necessary period of eight weeks 
seems to me to be absolutely correct. 


The 24-hour dosage may be estimated 
as 14 grain for each pound of weight, or 
14 grain for each year of age. 


(2) Bass calculates from his work in 
Bolivar County, Mississippi, that the doses 
necessary to disinfect children are as fol- 
lows: under 1 year, 14 grain; 1 year, 1 
grain; 2 years, 2 grains; 3 and 4 years, 3 
grains; 5, 6 and 7 years, 4 grains; 8, 9 
and 10 years, 6 grains; 11, 12, 13 and 14 
years, 8 grains; 15 years and older, 10 
grains. 


These should be repeated about every 


-8 hours. Larger doses are no more ef- 


ficient and may do harm to the patient. 


The intramuscular injection of quinin 
is of such questionable value and is 
fraught with so much danger of injury 
to the tissues that I believe it will ulti- 
mately be abandoned. 

The popularity of the intravenous use 
of quinin is truly alarming when we con- 
sider the crude methods of its adminis- 
tration and the absolute certainty of the 
relapse of the patient who is given only 
a few doses. I have been told by num- 
bers of physicians that they gave “one 
shot and that was the end of it.” 


The intravenous injection of quinin is 
a dangerous procedure which may cause 
the death of the patient. Circulatory de- 
pression, nervous phenomena of various 
sorts, including paralyses, injury to sight 
and hearing, rapid fall of temperature by 
concentration of blood sugar, venous 
thrombosis, and where accidental extrava- 
sation occurs local necrosis and slough- 
ing, are untoward results not to be lightly 
considered. Moreover, it has recently been 
shown that malaria is not more readily 
cured by intravenous medication.’ Ninety 
per cent of the quinin injected intrave- 
nously disappears from the blood and is 
stored in the tissues in one minute.* 


Acton,® in the Lancet for June, 1920, 
reports 100 cases treated intravenously 
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and orally for 8 weeks with 18 per cent of 

cures, while 190 cases treated orally with 

30 grains daily for ten days gave 42 per 
cent of cures. 

These results may be multiplied indefi- 
nitely. It is the overwhelming opinion of 
the literature—over 100 reports—that in- 
travenous quinin makes the tissues quinin 
resistant. 

This is the crux of the whole matter, 
and it applies especially to the child with 
his imperfect protective organism. His 
tissues become more easily quinin resist- 
ant. Intravenous quinin controls the clin- 
ical symptoms for the time being, but it 
retards and hinders his recovery. 

To obtain the ideal results, “leaving un- 
scathed the protoplasm of the host,” we 
must sneak in, so to speak, our medica- 
tion. 

There is no stage in the life cycle of 
the parasite at which it is most readily 
destroyed by quinin, popular opinion not- 
withstanding. The time to give quinin is 
when the disease is diagnosed. The young 
parasite is not hatched out into a drug- 
filled and antiseptic blood where he meets 
death. Normal blood plasma destroys the 
parasite very quickly. Quinin increases 
the permeability of the red cell and al- 
lows the plasma to reach the parasite. 

Treatment must be continued for a pe- 
riod of 8 weeks if we would prevent re- 
lapse, and the daily dose should be the 
same as that required to kill parasites 
during the acute stage. 

The giving of quinin in the gastro- 
enteric disorders of hot weather, espe- 
cially the giving of quinin in syrupy and 
chocolate mixtures to very young infants 
in conditions in which sugars are contra- 
indicated, constitute by far the most fre- 
quent instances of abuse of the drug which 
we as pediatrists see. 

A majority of our referred cases of in- 
testinal intoxications and infections pre- 
sent nervous symptoms, including vomit- 
ing, which are taken as indications of 
cerebral or meningeal irritation, which 
clear up on water, rest and food. 


Are not these symptoms many times due 
to cinchonization? 

During the past summer the author 
treated 5 cases received during one month 
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and treated simultaneously in the Chil- 
— Ward of the Baptist Hospital, which 
ollow: 


Case I—Baby McC., age 2% years, breast fed 
and never before had been ill. Three days pre. 
viously it became sick with fever and frequent 
foul-smelling stools. On admission to the Hos- 
pital it was vomiting frequently, rolling its head 
continuously when aroused, and then lapsing into 
stupor. Temperature was 101° F.; pulse, 158: 
and skin cool and mottled in appearance. The 
blood showed polymorphonuclears, 52 per cent; 
large mononuclears, 10 per cent; small mononu- 
clears, 38 per cent. Malaria was not found. The 
urine contained blood and albumin, but no casts, 
Stools, 1 to 4 daily, foul and full of mucus. 
There were indurations in the arms and hips 
from hypodermics of quinin. Quinin had also 
been given by mouth, but the amount could not 
be determined. The baby was dehydrated and 
very sick looking. Three hundred cubic centi- 
meters of 2 per cent bicarbonate of soda was 
given intraperitoneally and water pushed by 
mouth all night, though this was vomited fre- 
quently. A dose of milk of magnesia was re- 
tained. Next morning barley water and dextri- 
maltose was given and retained. At that time 
it was discovered that the child was blind. Vision 
was found to appear and disappear throughout 
the next three days. The eye grounds showed 
nothing, though an expert did not examine them. 
Lactic acid milk was added to the malt sugar 
and barley and on the fifth day cereals, broths, 
etc.; and on that day the child was allowed to 
leave the Hospital. 


Case II.—Baby M., male, white, age 9 months, 
was breast fed. He had been ill for 60 days 
with temperature running very high and after 
several days dropping to normal. At one time 
it had stayed normal one week. He had been 
treated for malarial fever and had _ received 
quinin grs. iv by mouth daily with additional 
quinin added to the mixture, besides various hy- 
podermics of quinin. One day he received gr. 
xx, which produced collapse and coma, and it 
was thought the baby was dead. He had been 
breast fed entirely and was nursing every 15 to 
30 minutes from a flabby breast and a frantic 
mother. His weight was 16 lbs. 2 ozs. on admis- 
sion to the hospital. Temperature was 99° F., 
running up to 103° F. in four hours. The baby 
was in an extreme condition of acute inanition 
and was dehydrated. The skin lay in folds over 
the muscles and was devoid of all elasticity. The 
eyes were sunken. The child was irritable, vom- 
iting and refused to eat. Three hundred cubic 
centimeters of Ringer’s solution was given intra- 
peritoneally, and two hours later condensed milk 
was forced with a spoon. Three hundred and 
fifty cubic centimeters of normal saline was 


given in the abdomen 12 hours later. The con- ‘ 


‘densed milk was fed at three-hour intervals for 
24 hours and then the baby was put on the 
breast and lactic acid milk with 5 per cent dex- 
tri-maltose given complementally. He left the 
hospital on the sixth day, having gained one 
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pound. This baby had been given the equiva- 
lent of 150 grains adult dose of quinin. 

Case III.—Baby S. P., white, female, age 17 
months, was breast fed. She had become ill 2% 
months previously with pertussis, ran a temper- 
ature of 99 to 100° F. Ten days previously she 
had a rise of fever and a convulsion. Quinin 
was given every three hours day and night, a 
teaspoonful of cocoa-quinin with powdered quinin 
stirred in each dose. It is estimated that she re- 
ceived 30 grains daily. The child entered the hos- 
pital with a temperature of 104° F., was very 
restless and irritable, semi-delirious, rolling her 
head and was vomiting. The blood showed 23,900 
leucocytes, 65% of which were polymorphonu- 
clears. The urine showed numerous pus cells with 
clumping and motile bacilli in a sterile cathe- 
terized specimen. The lungs showed increased 
peri-bronchial markings by x-ray. Water was 
pushed by mouth and potassium citrate was 
given. The temperature dropped and the nerv- 
ous symptoms rapidly cleared up. This child 
received an estimated adult dose of 180 grains 
of quinin daily. 

Case IV.—S. H., white, a female, had had pye- 
litis four years previously. She had been ill for 
one week with a chilly sensation which had been 
followed by a rise of fever which preceded a 
heavy sweat. These chills occurred about every 
6 hours. She had had 7 hypodermics of quinin 
dihydrochlorid in the previous 8 days and gr. 
iiiss by mouth every four hours, day and night. 
She was in a pitiable state of fright and nerv- 
ousness, was restless, with her head rolling, and 
she had disturbed vision and tinnitus. The blood 
showed 10,000 leucocytes, 45 per cent of which 
were polymorphonuclears, and there was no ma- 
laria. The urine was loaded with pus. The 
child recovered promptly on water and alkalis. 
The estimated equivalent of the adult dose of 
quinin was 60 grains daily. 

Case V.—Baby W., age 11 months, weight 15 
Ibs. 15 ozs., was breast fed. It had been sick 
for eight weeks with fever. It had been taking 
quinin gr. xvi-xx daily. It had constipation, 
vomiting, cried continuously, rolled her head, 
nursed every few minutes and vomited. Tem- 
perature 102° F., loss of turgor, dehydrated, 
pulse 130, respiration 26, liver enlarged, and 
spleen not palpable. 

It was given 400 c. c. of 2 per cent soda bicar- 
bonate intraperitoneally; its stomach was washed 
and it was fed by lavage lactic acid milk with 
3 per cent dextri-maltose. Atropin was given 
before feedings. It was dismissed in eight days, 
gaining in weight. The daily dose of quinin 
given for eight weeks was the adult equivalent 
of 120 grains daily. 

Five cases referred to one man at one 
and the same time, where quinin over- 
dosage had influenced the clinical course 
of the disease, is not a mere coincidence. 

I believe that careful histories will show 
that most of our hospital cases of gastro- 
intestinal derangements have been taking 
overdoses of quinin, given in chocolate and 
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other flavored syrups, menstrua that in 
health are considered dangerous to in- 
fants in such quantities. 

This statement is not made as a criti- 
cism of the country physician. The differ- 
ential diagnosis of intestinal intoxication 
and malaria is the one we are most fre- 
quently called upon to make. In a mala- 
rious district and without a microscope, 
what would you do? 

CONCLUSIONS 

The laboratory test for malaria, if con- 
scientiously and persistently carried out, 
is reliable in practically 100 per cent of 
cases. 

The incidence of age does not affect the 
clinical course of malaria. ; 

The abuse of quinin in its overdosage 
to children is almost universal throughout 
the South. 

The giving of quinin in sugary syrups 
to infants and children with gastro-intes- 
tinal diseases may aggravate the existing 
condition. 

The giving of overdoses of quinin may 
account for many nervous phenomena not 
otherwise explicable. 

Madison Ave. at Somerville St. 
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DISCUSSION 


Dr. J. O. Elrod, Forsyth, Ga.—I am not from 
a malarial section, so I have not had very much 
experience with it. I feel as Dr. Rosamond does, 
that in cases where there is not a laboratory ac- 
cessible, it is erring on the right side rather 
than on the wrong to give a therapeutic dose 
of quinin to these children. If we have labora- 
tories more accessible, it is a great deal better 
to use them than to fill the children’s stomachs 
with quinin. 

Dr. W. A. Mulherin, Augusta, Ga.—I was in- 
terested in Dr. Rosamond’s paper for the reason 
it expresses directly opposite views to those en- 
tertained by me as regards malaria in infancy. 
This year at the St. Louis meeting of the Pedi= 
atric Section of the American Medical Associa- 
tion I presented a paper on this subject. My 
observations and deductions were drawn from 
300 to 400 private cases and from 50 closely 
studied cases of malaria in infancy and early 
childhood. The following differences between 
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malaria in infants and the disease in adults ap- 
peared to me to exist: 

Afebrile Malaria.—With a history of no pre- 
ceding febrile onset, a fair number of babies, 
breast fed, receiving plenty of breast milk, and 
with the blood showing malaria parasites, will 
run no fever, grow indifferent to nursing, stop 
gaining in weight, or lose slightly, and grow 
decidedly anemic. This condition may have ex- 
isted for three or four weeks before medical ad- 
vice is sought and the blood examined. Physical 
examination will result in absolutely negative 
findings in fully 30 per cent of cases, with no 
enlargement of the spleen and nothing to guide 
one to diagnosis from the clinical picture except 
the marked anemia. 

Periodicity and Fever.—The medical mind 
rightly believes periodicity in clinical manifesta- 
tions to be the most characteristic feature in 
malaria. This is true of malaria in the adult, 
and in children after three years of age. In 
Georgia—and I believe the same applies to the 
South in general—periodicity in subjective and 
objective symptoms of malaria in infancy is of- 
tener absent than present. The younger the pa- 
tient, the less frequently is periodicity found. 
Fever is remittent, irregularly intermittent or 
absent more frequently than regularly intermit- 
tent. This is not due to a preponderance of 
estivo-autumnal infection, but is seen in tertian 
infection. In and around Augusta, Ga., where 
my observations were made, tertian infection pre- 
dominates over estivo-autumnal in the ratio of 
about three to one. 

Probably the explanation for absence of char- 
acteristic fever in infancy may be found in the 
blood picture of tertian infection in the infant. 
Here all stages of development in the tertian in- 
fection are seen, more often than in the adult. 
The forty-eight-hour cycle of maturity of plas- 
modia in the infant’s blood is probably not com- 
pleted with the same regularity or periodicity as 
occurs in the adult. The host may account for 
the difference in cyclic development. Clinically, 
we know babies react differently from adults to 
infections of rheumatism, typhoid and pneumo- 
nia. 

With the cycle of maturity more continuous, 
or more irregular than periodic, remittent and 
irregularly intermittent, rather than regularly 
intermittent, fever would be expected. The same 
frequent absence of chills, or its equivalent in 
babies (cold hands and feet, blue lips and nails, 
slight cyanosis or pallor, drowsiness or prostra- 
tion) would somewhat substantiate this assump- 
tion. 

Digestive Symptoms.—In infancy, gastric and 
intestinal disturbances are not uncommon symp- 
toms in the early stages of malaria; vomiting in 
about 75 per cent and mild diarrhea (sometimes 
ileocolitis) in 25 per cent would be, I believe, a 
fair estimate. In general, it might be said that 
malaria is a great disturber of the normal func- 


tioning of the body of the infant and the very. 


young child. If the child possesses latent tetany 
or a tendency to asthma or bronchitis, malaria 
will frequently excite these conditions to activity 
and give a varied clinical picture. 

Enlargement of Spleen.—In adults, a palpable 
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spleen, under careful examination, is, in the 
early days of malaria, a rather constant finding, 
In infancy, and up to three years of age, a pal- 
pable spleen is absent in fully 30 per cent of 
cases in the first week of illness. In a goodly 
number the spleen is not palpable throughout 
the entire malarial attack. 

A word about standard treatment. I do not 
understand how Dr. Rosamond, Dr. Bass, or any 
other physician can say when a case of malaria 
is cured. By cure I mean thorough eradication 
of malarial organisms from the system. We 
know the tissues of the body can, and do, harbor 
malarial parasites for years. We further know 
that no amount of quinin given during an attack 
or subsequently will kill the plasmodia in the 
tissues. The only plasmodia killed by quinin are 
those in the circulating blood. A case cited by 
Dr. Gengenback, of Denver, Colo., at the St, 
Louis meeting above referred to illustrates this 
point. A Southern mother lived in Denver con- 
tinuously for three years before the birth of her 
baby. The baby when three weeks old developed 
fever that baffled the Denver physicians. The 
blood was examined and malarial organisms 
were found. Quinin promptly cured the child. 
In Denver they have no mosquitoes. The baby 
had never been away from Denver, nor had the 
mother for three years. The mother’s tissues 
must have harbored malarial organisms for at 
least three years. There had been no symptoms 
of malaria present in the mother, while living in 
Denver. 

As to the practice of no plasmodia found, no 
quinin should be given, I cannot say I am in 
thorough accord on this point. We realize that 
the average physician, generally speaking, makes 
one blood examination and also that we do not 
secure 100 per cent positive findings. There- 
fore, when scientific methods have been applied to 
a case and have proven negative, and the clinical 
picture of malaria exists, the therapeutic test is 
not only advisable but mandatory. It should be 
remembered that we not only have science to 
subserve, but we also have a patient to treat. 
In short, my idea of the correct treatment of 
malaria is scientific treatment plus brains. 


Dr. Rosamond (closing).—I do not believe 
that Dr. Gengenbach’s case was malaria. 

Dr. Mulherin.—It was found in the blood. 

Dr. Rosamond.—There is no other case on 
record, so I would accept this one with reserva- 
tions in view of the millions of babies born in 
malarial countries and the thousands of compe- 
tent observers who have spent years looking for 
the opportunity to be the first to present such a 
case. Theoretically, if enough mosquitoes could 
bite a baby shortly after birth it might develop 
malaria in forty-eight hours’ time, but it would 
take millions of bites. 

Dr. Mulherin.—The mother conveyed it to the 
child through the blood. 

Dr. Rosamond.—Then it is the only case on 
record. I would accept it with a grain of salt 
because it has not been accorded the place in the 
literature due so remarkable a case. Malarial 
investigators do not believe placental transmis- 
sion possible. 
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A FAMILY GROUP OF TYPHOID SIM- 
ULATING MENINGITIS* 


By HarRvEY G. BECK, M.D., 
and 
FERDINAND A. RIES, M.D., 
Baltimore, Md. 


On October 21, 1921, R. J., a colored boy, aged 
14 years, was admitted to our service at the 
Mercy Hospital. He presented all the character- 
istic symptoms of typical cerebrospinal menin- 
gitis. The spinal fluid, blood cultures and Widal 
reaction were repeatedly negative. Before his 
cerebrospinal symptoms subsided his brother, J. 
J. aged 5 years, was admitted, on November 12. 
The mode of onset, clinical symptoms and labora- 
tory findings were almost identical, and they both 
developed bronchopneumonia while in the Hos- 
pital. 

The following day, November 13, the third 
brother, M. J., aged 12 years, was admitted. He 
also had meningeal symptoms, namely, intense 
headache, photophobia, disturbance of speech and 
facial paralysis; but the constitutional symptoms 
were not so pronounced. A history was obtained 
that the father, who lived on a small farm, was 
sick several months previously with a_ fever, 
which was suspected to be typhoid. 


The following is a brief report of these 
three cases: 


Case I1—R. J., aged 14 years, began to com- 
plain on October 5 (sixteen days prior to admis- 
sion) of headache, stiffness of the neck, huskiness 
of the voice, malaise, anorexia and cough. On 
the day of his admission his nose bled and he 
developed a delirium and stupor. He continually 
groaned and could not be aroused. Subsultus ten- 
dinum was present. His temperature was 105.8°, 
pulse 120, and respiration 30. The eyes were 
staring; pupils sluggish and photophobia marked. 
Herpes appeared on the lips. The head was re- 
tracted, and there was great rigidity of the 
muscles of the neck. On examination of the chest, 


' signs of a bronchopneumonia were revealed. 


Heart action was rapid and the valvular sounds 
were normal. The spleen was not palpable, al- 
though the area of splenic dullness was slightly 
increased. Brudzinski’s and Kernig’s signs were 
positive. Blood cultures were persistently nega- 
tive. Repeated agglutination tests were negative 
until after the end of the febrile period, when a 
positive reaction to the typhoid bacillus was ob- 
tained. Typhoid bacilli were isolated from the 
stool Numerous blood counts showed a moderate 
grade of anemia with a hemoglobin of 70 to 75 
per cent and an average red count of 3,990,000. 
The white cells ranged from 4100 to 7200. The 
differential showed a low polymorphonuclear 
count ranging from 34 to 57 per cent, small mono- 


*Read in Section on Pediatrics, Case Report 
Session, Southern Medical Association, Sixteenth 
— Meeting, Chattanooga, Tenn., Nov. 13-16, 
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nuclears from 37 to 61 per cent and large mone- 
nuclears from 2 to 5 per cent. 

A coarse tremor of the right side of the face, 
including the upper lip, developed three days after 
admission. This persisted for about one week. 
At the same time he developed a positive Babinski 
sign on the right side and a catatonic state of 
the muscles, especially those of the arms. Two 
days later, when the stupor cleared up, photo- 
phobia became so intense that the fundi could be 
examined only with great difficulty. The ophthal- 
moscopic examination was essentially negative, 
except for white, elevated areas at the upper and 
lower margins of the left disc and distention of the 
veins. The muscles of the left side of the face 
were paralyzed. Several lumbar punctures were 
made and the spinal fluid revealed normal pres- 
sure and a normal cell count and globulin content, 
and cultures were negative. No rose spots were 
observed. After the subsidence of the symptoms 
of acute meningitis and bronchopneumonia the 
temperature curve and general course were typ- 
ically those of typhoid fever. 

Case II.—J. J., aged 5 years, on November 5 
showed dullness, apathy and anorexia. Four days 
later he developed a delirium and on the fifth day 
photophobia. His temperature on the day of ad- 
mission was 105°, pulse 120, and respiration 36. 
At times he gave a prolonged, shrill cry. He 
was restless, tossing about, and showed a ten- 
dency to lie on the abdomen or on the side, rarely 
on his back. There was marked retraction of 
the head and stiffness of the neck. In an at- 
tempt to flex the head on the thorax, rigidity was 
so great that the body was elevated. Photopho- 
bia was marked. Herpes labialis was present. 
Cutaneous hyperesthesia was general and so pro- 
nounced that the slightest touch provoked an 
outcry. The heart was normal. The lungs 
showed signs of bronchopneumonia. The spleen 
was palpable. Kernig’s sign was strongly posi- 
tive. Five days after admission subsultus ten- 
dinum and bilateral ptosis and strabismus of the 
right eye developed. 

The meningeal cry and muscular rigidity were 
still present on the seventh day after admission, 
but the eye symptoms began to subside. The 
blood examination yielded practically the same 
results as Case I except for a slightly higher leu- 
cocyte count and a less marked lymphocytosis. 
Blood cultures and spinal fluid were repeatedly 
negative. The Widal was also negative until late 
in the course of the disease, when it became posi- 
tive. The stools contained typhoid bacilli. There 
were no striking abdominal symptoms and rose 
spots were not detected. The fever terminated by 
lysis. 

Case III.—M. J., aged 12 years, also showed 
meningeal symptoms, but were milder in de- 
gree as compared with the other two. The 
onset was acute and began on November 
9 with photophobia, intense  supraorbital 
headache, restlessness and anorexia. On ad- 
mission, November 18, temperature was 101.4°, 
pulse 100, and respiration 22. The examination 
was practically negative, except fer severe photo- 
phobia and slight aphasia with a drawling speech. 
Eleven days after admission he developed pa- 
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ralysis of the right side of the face, which per- 
sisted for four days. The differential count 
showed a marked variation from the normal be- 
tween the polymorphonuclears and lymphocytes, 
the former ranging from 26 to 52 per cent, the 
small mononuclears from 22 to 63 per cent, and 
the large from 9 to 23 per cent. The spinal fluid 
was normal. The Widal was negative on Novem- 
ber 16 and positive on November 20, eleven days 
after the onset. Typhoid bacilli were recovered 
from the stool. 


SYMPTOMS IN COMMON 


In the three boys meningeal symptoms predom- 
inated in the early stage of the disease, but 
cleared up before the end of the febrile period. 
The fever terminated by lysis and was fairly typ- 
ical in its course and characteristics of typhoid 
fever. Rose spots were not observed in a single 
case. The stools were not characteristic of ty- 
phoid macroscopically. Blood cultures and spinal 
fluid were persistently negative. Widal was pos- 
itive late in two cases and early in one of the 
cases, and in all cases the stools were positive 
for typhoid bacilli. Two with the severest symp- 
toms developed bronchopneumonia. The _ blood 
picture was very similar in all the cases, the 
polymorphonuclears steadily decreasing, the lym- 
phocytes proportionally increasing during the 
progress of the disease. 


Great diagnostic difficulties were encountered in 
these cases. In the first case cerebrospinal men- 
ingitis, miliary tuberculosis, encephalitis lethar- 
gica and acute poliomyelitis had to be considered. 
When the second case was admitted with the same 
group of symptoms the epidemic nature of the 
affection practically ruled out acute miliary tu- 
berculosis and encephalitis. Up to this time, ty- 
phoid was only considered a remote possibility, 
especially in the absence of clinical and laboratory 
diagnostic proofs. Botulism also entered into con- 
sideration, but was excluded by the subsequent 
course of the disease, as were poliomyelitis and 
miliary tuberculosis because of the transitory 
stage of the symptoms of paralysis. It was not 
until after the third child was admitted and the 
typhoid organism recovered from the stools that 
the diagnosis of typhoid was definitely estab- 
lished. This was further confirmed by positive 
agglutination reactions, which were finally ob- 
tained in all the cases before they left the Hos- 
pital. 

Attention has been called to the fact that 
typhoid fever during certain epidemics 
shows profound nervous symptoms, men- 
ingeal in type, which occur during the 
course of the disease with varying fre- 
quency, at times in a large number of 
cases. They occur almost exclusively in 
young individuals, often late in the febrile 
period. However, they may occur as early 
as the first or second day of the fever, espe- 
cially in children, and may so dominate the 
clinical pictur® that diagnosis becomes ex- 
tremely difficult, the real nature of the con- 
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dition being recognized only when enlarge. 
ment of the spleen, diarrhea and roseola 
appear. There seems to be either a selec. 
tive affinity for typhoid toxins or a seat of 
predilection of the typhoid bacilli in cer- 
tain strains of the organism. This would 
account for the greater incidence of men- 
ingeal complications in some epidemics 
than in others. This point is well illus- 
trated in a milk epidemic of typhoid, ob- 
served by Curschmann, in which five 
nurses were taken in quick succession, all 
of whom developed meningeal symptoms 
which predominated the first week. He 
designated these as cases of “meningoty- 
phoid.” 


TYPHOID FEVER IN CHILDREN 


While infants enjoy a relative immunity 
to typhoid fever, children are quite as sus- 
ceptible as adults, but they are more re- 
sistent to the typhoid toxemia. The cases 
are milder, the duration shorter, and more 
are of the abortive type. The pulse is 
more rapid, vomiting more frequent and 
diarrhea more constant, convulsions and 
meningeal symptoms are not rare, and 
transitory aphasia occurs more frequently 
in children. There is more variation in 
the temperature curve and the pulse in- 
creases in proportion to the temperature. 
Dicrotism is rare. The stools resemble 
those of ordinary diarrhea, tympanitis is 
not severe, and gurgling and tenderness 
are infrequent. Under six years of age 
hemorrhage and perforation rarely occur, 
eruption appears early, and the spots are 
fewer in number and less distinctive. The 
low leucocyte count is not found in the 
very young. A count below 6000 is 
strongly suggestive of typhoid fever. 
Complications and sequelae are less com- 
mon. 


Nervous Symptoms. — The nervous 
symptoms in typhoid fever may be (a) 
toxemia, (b) pathological changes in the 
meninges, or (c) demonstrable lesions in 
the brain or cord. 


Toxemia.—The intensity of the nervous 
symptoms due to toxemia are out of pro- 
portion to the pathological findings. 


Pathological Changes in the Men- 
inges.—The dura may show hyperemia 
and adhere to the inner surface of the 
skull. The pia arachnoid may show edema- 
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tous infiltration, injection and adhesion 
with small round cell infiltration (in the 
more severe cases) continued along the 
vessels into the brain. Subarachnoid hem- 
orrhages and purulent meningitis are rare. 
Some cases show symptoms that are de- 
pendent upon macroscopically or micro- 
scopically demonstrable lesions. During 
some epidemics profound nervous disturb- 
ances occur which can be ascribed only to 
acute inflammatory processes involving 
the meninges. In these cases stupor is 
very slight. The patient complains of 
very severe headache, photophobia, vertigo 
and tinnitus. Pain in the back of the neck 
and rigidity set in. Twitching is present. 
The reflexes are hyperactive. Facial 
herpes is present. The intensity of the 
cerebral symptoms is not proportionate to 
the constitutional manifestations. The du- 
ration of the meningitis is variable, some- 
times five to twelve days, sometimes 
throughout the greater portion of the fe- 
brile period. In these cases the findings 
vary from simple hyperemia to purulent 
meningitis. This type occurs ordinarily 
in children. 


Pathological Changes in the Brain.— 
Symptoms depending upon lesion of the 
cerebral tissue and its vessels are infre- 


quent. When present they occur during 
the last part of the febrile period or con- 
valescence. There may be embolism or 
thrombosis with cerebral softening. Sup- 
puration is rare. Alterations of the cord 
are uncommon, although they do occur and 
give rise to symptoms suggesting Landry’s 
paralysis. 


BECK AND RIES: TYPHOID SIMULATING MENINGITIS 


DISCUSSION 


Dr. James H. Atlee, Chattanooga, Tenn.—Ty- 
phoid fever used to be considered a disease of 
adult life and was very seldom seen in children, 
but we see typhoid fever among infants and chil- 
dren more frequently than is supposed. In the 
last few years since the sanitary conditions have 
improved we have very few cases of typhoid 
fever in Chattanooga. One case I saw was a 
child of six months whose father had died a few 
months previously of typhoid fever. The diag- 
nosis was confirmed by culture and the child 
made a complete recovery. Of course, you all 
know that the course of typhoid fever in infants 
and children is very mild. They quickly run 
through a week or ten days and the treatment 
is symptomatic. 


Dr. Beck (closing).—I would like to call atten- 
tion to the fact that in some of the epidemics 
among children the mental manifestations occur 
quite commonly. This was rather a surprise to 
me when I looked up the literature. Epidemics 
are cited in which the disease frequently resem- 
bled very closely meningitis. Kerschner called 
attention to an epidemic in which the mental 
symptoms predominated. In children, as Dr. 
Atlee said, we are more apt to have variations 
from the normal type. Typhoid in children is 
quite a different matter from typhoid in adults. 
We found in our service at the Mercy Hospital 
during the past three or four years, since typhoid 
fever is relatively decreasing, that we have more 
atypical cases and experience more difficulty in 
diagnosing these cases. It was really only after 
the third case of our group was admitted and 
after we found the Bacillus typhosus in the stool 
that we were sure we had to deal with typhoid. 
The duration of the mental symptoms was from 
four to seven or nine days, and they all appeared 
early in the disease. The onset began with con- 
vulsions and mental symptoms in all three cases. 
I think they are a unique family group and 
worth while presenting because of the number 
occurring in one family. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


SYMPOSIUM ON MALARIA 


DEVELOPMENT OF MALARIA CON- 
TROL WORK IN ALABAMA ON 
A COUNTY-WIDE BASIS* 


By S. W. WELCH, M.D., 
. State Health Officer, 
Montgomery, Ala. 


In the fall of 1917 and throughout the 
entire year of 1918, the United States 
Public Health Service did a very thorough 
malaria control work around Camp Sheri- 
dan in Montgomery, Camp McClellan in 
Anniston, and in the Muscle Shoals dis- 
trict. This work consisted of thorough 
drainage of a one-mile zone around the 
camps, oiling places that could not be 
drained, and stocking the waters with top 
minnows. Much of this work was neg- 
lected after the troops were removed 
from the several camps and work was 
discontinued at Muscle Shoals. I wish, 
however, to give public and official recog- 
nition of this valuable piece of public 
health work done in Alabama by the 
United States Public Health Service. It 
was the beginning of the end of malaria 
destruction in the South. 

The State Board of Health of Alabama 
had a very inadequate appropriation at 
that time and could continue the work 
only along the lines of distribution of top 
minnows in all the waters of the State. 
The value of this single activity cannot be 
over-estimated. 

In 1920, a cooperative work was begun 
with the United States Public Health 
Service, the International Health Board 
and the State Board of Health, working in 
small centers of population. There were 
seven projects of this nature worked in 
1920, cooperating with these several agen- 
eies, and four or five others done inde- 
pendently by the Alabama State Board of 
Health. This work proved so satisfactory 


*Read before the National Malaria Committee 
(Conference on Malaria), meeting conjointly with 
the Southern Medical Association, Sixteenth An- 
nual Meeting, Chattanooga, Tenn., Nov. 13-16, 
1922. 


that five counties were selected in 1921 


_and placed under the supervision of an en- 


gineer and the work was begun on a 
county-wide basis. It was decided that 
work in the small communities, while a 
most excellent method of advertising, was 
a waste of time, money and energy. One 
engineer operating through the county 
health officer and his rural inspector could 
cover a whole county with the same time 
and expense aS were necessary to cover 
one community in several counties. 


The success of this plan of operation 
was clearly demonstrated by Mr. Johnson 
in 1921. The results of the demonstra- 
tion were placed before the International 
Health Board and the United States Pub- 
lic Health Service, which gave their ap- 
proval. A plan to take twenty counties’ 
and administer them in the same manner 
in 1922 as the five counties had been ad- 
ministered in 1921 was worked out. The 
work of 1922 has vindicated the feasibil- 
ity of this plan of operation. The Inter- 
national Health Board and the United 
States Public Health Service have placed 
a number of egineers in Alabama. They 
have been assigned to zones of activi- 
ties. Eighteen counties have been worked. 
The small towns that have applied for 
assistance have had assigned to them an 
engineer to supervise the work and a small 
subsidy added. 

The most notable piece of work of this 
kind has been done in Mobile, a large cen- 
ter of population. Dr. Griffitts was as- 
signed by the United States Public Health 
Service to the local Health Department. 
The City and County of Mobile put up 
$30,000 and the State and International 
Health Board $5,000, which was disbursed 
by the County Health Officer. This has 
been pronounced the best piece of malaria 
control work of its kind which has been 
done in the South. 

A large number of small projects have 
been put over in a number of other coun- 
ties, making twenty-seven of the more 
malarious counties which have had mala- 
ria control work done in them. It is fig- 
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ured that it will take a minimum of five 
years to clean up a county. We have at- 
tacked those counties which have a large 
malaria incidence. We figure that if we 
control our worst areas there will be a 
tendency for the disease to die out in the 
less heavily infected areas. The demand 
from smaller towns for assistance is grow- 
ing. The demonstrations which have 
been made in the towns of Hartford, Do- 
than, Demopolis, Brewton and Eufaula 
have been outstanding in their success. 
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It is a notable fact that in these towns not 
a single case of dengue fever of home or- 
igin occurred during the past season — 
demonstrating that the malaria control 
work had gotten rid of the culex and 
stegomyia mosquitoes and there were no 
conveyors left to distribute the disease. 


We plan to continue the work in the 
twenty organized counties for the next 
four years, following up the same methods 
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which have proven successful in the last 
two years, and also to do project work 
in the small centers of population when- 
ever they apply. 


The method of working the counties is 
for the State Engineer to go to the health 
officer of a county and the two work out 
a plan of operation for the county. The 
engineer surveys the territory, lays off 
the ditches and makes a report to the 
State Board of Health, the International 
Health Board, the United States Public 
Health Service, and to the county board 
of health. The health officer then, as the 
executive officer of the county, puts the 
construction work in charge of the county 
inspector. The engineer visits the work 
from time to time for the purpose of see- 
ing that the construction work is prop- 
erly done. Where drainage cannot be ob- 
tained, oiling is advised and the inspector 
sees that this work is done. 


The interest of the whole population of 
the State has been aroused by the success- 
ful campaign. Large areas of farm lands 
have been drained because of the agricul- 
tural benefits which have been found to 
come from the demonstration areas 
drained by the engineers for malaria con- 
trol purposes. In the counties of Talla- 
dega and Calhoun more farm drainage 
has been accomplished in the last two 
years than in the previous ten years, and 
the malaria incidence of these two coun- 
ties has fallen to a negligible quantity. 
This work has not cost the State Board 
of Health anything except the salary of 
the engineer. It has been done by the 
owners of farm lands, and while agricul- 
tural drainage is primarily the object in 
view, malaria control has been an out- 
standing by-product of the effort. It is 
one of the objects of the engineers to im- 
press upon the farmers of the State the 
value, from a health standpoint, of drain- 
age of low lands on their farms, but he 
does not neglect to tell them of the in- 
creased value of having this fresh alluvial 
soil which will produce from three to four- 
fold more than the uplands. When the 
farmer becomes interested, the engineer 
lays off the ditches and the farmer con- 
structs them. 


There are three very extensive agricul- 
tural drainage districts now projected in 
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the State which will control a very exten- 
sive malaria breeding area. The State 
Board of Health will cooperate with these 
commercial enterprises. 


A law was passed in 1919 requiring any 
company doing construction work in the 
State, such as highways, railroads, or any 
other construction work, to drain all bor- 
row pits, thus leaving no place where man- 
made malaria could be found. Regula- 
tions formulated by the Federal Power 
Commission for the government of im- 
pounded waters on navigable streams 
have been of much value. In the im- 
pounded waters of Mitchell Dam, now be- 
ing built by the Alabama Power Company, 
something like seventy-five ponds have 
been built and stocked with top minnows 
which will be released when the waters 
are impounded and rise to the level of the 
ponds. The army of destroyers will be 
ready to attack the invading mosquito 
hosts when the spring time opens. 


Top minnows have been distributed lav- 
ishly in all the waters of the State, and we 
believe that this natural enemy of the 


anopheles larvae has been the most potent 
single force in the reduction of malaria. 


The State Board of Health has been 
working upon regulations governing the 
impounding of water for more than a year, 
but has not yet been able to formulate 
satisfactory regulations. We have taken 
the advice of our distinguished leader, Dr. 
Henry R. Carter, who advises us that “‘the 
work had better be done right than 
quickly.” 

As a result of this work the number of 
deaths from malaria in Alabama has 
fallen from 530 in 1917 to 231 in 1921. 
The number of deaths in 1922 will prob- 
ably be less than that of 1921. 


In the light of these facts, we feel that 
we have adopted the proper method of 
malaria control work in Alabama and feel 
that we are making substantial progress. 
If the cooperative agreement worked out 
between the United States Public Health 
Service, the International Health Board 
and the State Board of Health can be 
maintained, we are justified in forecasting 
a malaria free state within the next few 
years. 
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DISCUSSION 


Dr. W. S. Leathers, State Health Officer, Jack- 
son, Miss.—It seems to me that Dr. Welch has 
very properly placed emphasis upon certain 
phases of malaria control work. It is evident 
that much attention is being given to educative 
methods in getting the people aroused relative 
to cooperating with the State Board of Health 
in the prevention and suppression of this dis- 
ease. I feel sure that insufficient emphasis has 
been placed upon educational work in the control 
of malaria, generally speaking. It is true that 
during the past several years the various state 
boards of health in this country have been pass- 
ing through a pioneer stage in the control of 
this disease and the method of demonstration 
has been necessary in so far as it has been used 
in municipalities for convincing the people of 
the possibility cf preventing malaria and also 
in teaching them the methods which should be 
employed for this purpose. It is perfectly evi- 
dent that no better method can be used in the 
prevention of any disease than that of demon- 
stration. It is in the true sense of the word 
educative in its effect upon the public, but I 
wish to emphasize especially the desirability of 
giving more attention to educating the children 
in the public schools relative to the cause of ma- 
laria, its prevention, and its economic relation 
to the development of a state. If we could uni- 
formly bring before the school children of the 
country the facts about malaria which we now 
know to be sane and practical, it would appear to 
me the most substantial step that could be made 
in the reduction and ultimate suppression of this 
disease. So fundamentally the whole plan of 
malaria control should be educative. 


I think there is no question about the fact 
that the plan to be used in the future should be 
one that is applicable to a county as a unit of 
organization. It would seem to me that suf- 
ficient demonstrations have been conducted in 
municipalities and that now more emphasis 
should be placed upon the county-wide plan. 


I think all of us realize the fact that in con- 
trolling malaria it is practically impossible to 
eradicate it from any particular area unless the 
plan of work be sufficiently extensive to cover a 
large territory so as to avoid the possibility of re- 
infection in areas where control measures are 
being instituted. There is another point that 
needs to be emphasized, and that is in instituting 
measures for the prevention and control of this 
disease, that permanent health organizations 
should follow in the wake of such work or pre- 
cede it. 


It is obvious that in controlling malaria in a 
particular area methods used should be adapted 
to local conditions. It may be necessary to use 
drainage as the major agent, or possibly quinin 
in the sterilization of the blood. Under certain 
conditions screening would be the method to be 
emphasized, and the top minnow should be em- 
ployed in streams and small bodies of water. 
It is certainly important not to emphasize unduly 
any particular method, and, therefore, it 1s 1m- 
perative to make a careful study of the results 
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to be obtained in drawing conclusions with refer- 
ence to the effectiveness of the methods to be used 
or which are being used. 


It is, of course, important to secure the coop- 
eration of all local agencies such as the Rotary 
Club, the Kiwanis Club, the Parent-Teacher As- 
sociation, the Chamber of Commerce, county and 
state officers, and so forth. There is perhaps no 
more important point to emphasize educationally 
speaking than the economic aspects of malaria 
control work, the bearing of it upon the agri- 
cultural development of the country, and what it 
means from the standpoint of increasing land 
values. This can be shown in a concrete way 
so as to impress the mind of the business man. 


Incidentally, in the cotton-producing states 
malaria is at its worst during the time cotton is 
being picked and labor is most needed, and as 
a result of the high incidence of the disease it 
often proves disastrous to the farmer or planter. 
By making a careful survey of the malaria inci- 
dence of the county the per capita cost of malaria 
can be shown, comparatively speaking. 

In doing drainage work, not only are the agri- 
cultural conditions of the country improved, but 
in exterminating the mosquito it is made more 
comfortable for living purposes. 


Dr. Welch referred to the fact that in Ala- 
bama the deaths from malaria had been reduced 
about two-thirds. This is rather a remarkable 
showing, and in this connection I wish to state 
that deaths in Mississippi have been reduced 
about 50 per cent. I believe we have a more seri- 
ous problem because more than half of the popu- 
lation of the State are negroes. It is of interest to 
note that the Delta, which includes about four- 
teen counties and parts of counties, constitutes 
one-seventh of the area of Mississippi; and in 
this territory there is a large percentage of the 
tenant class, chiefly negroes. In this area about 
50 per cent of the malaria of the State is found. 


The incidence of malaria in Mississippi during 
the year 1915, according to the reports received 
by physicians, showed approximately 150,000 
cases. The reports for the year 1922 show ap- 
proximately 106,000 cases. This shows a definite 
reduction in cases and reference has already been 
made to the decrease in morbidity from this dis- 
ease. 

It is most gratifying to know that malaria is 
being reduced not only in Mississippi but through- 
out the entire South, and I predict that in the 
next twenty-five years malaria will be reduced 
throughout the Southern states where it is now 
prevalent not less than 75 per cent both in cases 
and deaths, and in many areas it will entirely 
disappear. 

I feel that in this work we should give proper 
recognition to the splendid cooperation received 
from the International Health Board and also 
the assistance which is being given by the United 
States Public Health Service. Dr. W. D. Fricks, 
who is at the head of the malaria control work 
of the United States Public Health Service, is 
rendering invaluable service to the state health 
officers in their effort to promote this phase of 
public health work. 
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Dr. L. L. Williams, Jr., Past Assistant Surgeon, 
U.S.P.H.S., Richmond, Va.—We are very much 
interested in this particular phase of the work 
that Dr. Welch has just read. He is fortunate 
in one respect. He said that this year he ex- 
tended the work into twenty counties, grafting it 
on to the county health departments. If we had 
twenty counties in Tidewater Virginia with 
county health departments we would feel that 
we were fortunate. We have just one county 
health department in Tidewater Virginia. Our 
main problem is to get permanent organizations 
in the counties. We feel that we cannot do sat- 
isfactory work without them. We have done a 
sufficient amount of work to prove that we can, 
with the assistance of cooperative funds, at least, 
secure county health departments in the rural 
districts. We have done it in one county so far, 
and they are undertaking rural controi of mala- 
ria. 

I notice that Dr. Welch and Dr. Leathers both 
said, and I have heard people say for a number 
of years, that you must hitch up agricultural 
drainage and mosquito control and the prophy- 
lactic use of quinin, but in our counties we put 
screening first. We find that if the drainage is 
scattered we do not get immediate results. It 
is too far distant to look for a sufficient result, 
so we put rural drainage last on the control pro- 
gram. 


We have seen no great success from quinin 
campaigns, and I do not think that any one be- 
fore us has, but I do not see why we should 
not have great success from screening cam- 
paigns. We believe that in a county with a per- 
manent health organization, where an adequate 
county-wide screening campaign goes on, with 
the county health department on the job all the 
time to keep up the education, we can get better 
malaria control in that way than in any other 
that has been tried. 


Dr. H. R. Carter, Assistant Surgeon-General, 
U.S.P.H.S., Washington, D. C.—In the Wilson, 
Va., campaign what we depended upon was 
drainage. We did screen, and perhaps the most 
important single thing we did was to raise the 
pond. There were 411 cases in the district. There 
had been 418 people there, but seven had died of it. 
There was a marsh left by an old saw mill pond, 
some streams that were breeding mosquitoes, 
and a pond over a hundred years old that was 
breeding anopheles freely. We cleared the banks 
and raised the pond, and we screened. I think 
the main thing done was raising the pond and 
drainage, though screening certainly helped. 

I want to congratulate Dr. Welch. I had no 
idea that, so much and such successful work had 
been done in any state. 

The reason why the municipalities are taken 
care of first is that the work in them does give, 
a bigger return for each unit of expenditure 
than in the counties. 

To have reduced the malaria death rate by 56 
per cent in Alabama, to have taken up twenty- 
seven counties, and to believe that possibly in 
five years more all of Alabama will be controlled, 
is to me wonderful. 
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Dr. James A. Hayne, State Health Officer, Co- 
lumbia, S. C—We have been confining ourselves 
to demonstration methods, drainage, etc. That 
has been quite successful, and we hope later to 
put on the county work, though we feel that 
probably we shall be shooting at the moon in try- 
ing it there. I do not think that we shall ever 
be able to make a hundred per cent demonstration 
in any county in South Carolina. 

Mr. George Parker, Sanitary Engineer, Jack- 
son, Miss—It appears to me, from whatever an- 
gle we view the malaria control work, that we 
must first base our program upon a budget. 

We must have the appropriation to carry on 
the work, for otherwise, of course, .we cannot 
function at all. We must get before the people 
the proper conception of what the malaria prob- 
lem is, so that we can get the proper appropria- 
tion to carry on the work. We must pay more 
attention to the educational features, as Dr. 
Leathezs intimated. We must let the people 
know what the problem is, what we are trying 
to do, and why we are trying to do it, disregard- 
ing the health benefits that may come so far as 
their bodily comfort and peace of mind are 
concerned. 

We can commercialize the malaria program, or 
any other health program, for that matter. Fig- 
ure it from an economic standpoint. Take the 
assessed values for taxation and we shall find 
that probably 1 per cent will be enough not only 
to carry on malaria control work, but enough 
to sustain and carry on a full-time county health 
department. The people will not understand this 
until it is brought to them in a_ business-like 
manner. We must put our malaria control work 
on a business basis and show the people that we 
are going to spend the money in a business-like 
way, and pay them a dividend upon the money 
spent. When we do that there will be no diffi- 
culty in obtaining an appropriation. When the 
figures are compiled and presented to the board 
of supervisors or board of commissioners in such 
a way that they cannot tear them to pieces and 
make them appear false, we shall be successful in 
getting the money for the work. 

In Mississippi, where I have been working this 
year, we have a state almost entirely devoted to 
agricultural purposes, so in carrying on the work 
we must realize the value of malaria control to 
agriculture. We take into consideration the co- 
operation we can get from the _ agricultural 
agents, the agricultural high schools, etc. 

The agricultural agent is in the county princi- 
pally as an expert adviser along agricultural 
lines. If through him we can demonstrate to 
the farmer that his land can be drained and 
made to produce a certain kind of crop which 
will give him returns in addition to what will be 
gained from the control of malaria, he will be 
more likely to do the work. He increases his 
man power and improves his land by getting rid 
of mosquito-producing areas. 

There is so little of the spectacular about ma- 
laria control work that we cannot put it on a 
health basis alone, but must consider it a com- 
mercial problem. This will reflect directly upon 
the legislature, and serve to help secure appro- 
priations for the state boards of health. 
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Dr. Clinton A. Kane, Director Malaria Con- 
trol, State Board of Health, Richmond, Va— 
I want to say a few words about what we are 
doing in Virginia in malaria control through 
the school course as conducted in seven coun- 
ties in Virginia. 

During the past year three hundred schools 
conducted a ten weeks’ course, one hour weekly, 
the pupils using Dr. Carter’s Primer and the 
Virginia Malaria Catechism. For the teachers 
we used literature and pamphlets as issued by 
the United States Public Health Service. At 
the end of the ten weeks’ period examinations 
were conducted by the teachers and the best and 
poorest papers were sent to the State Health De- 
partment. 

We followed up the course by field demonstra- 
tions in as many schools as possible. We pro- 
pose this coming year to extend this course to 
all the schools in the malaria section, about 1,000 
in all. 

We further propose to establish a camp for 
field instruction for boys selected from different 
Boy Scout organizations. This course is to be 
extended over a period of two weeks. 

Mr. L. M. Fisher, Sanitary Engineer, Colum- 
bia, S. C—I noticed during the year, in reports 
sent to us of the work in different states, the 
drainage work in some counties was reported one 
hundred per cent complete, and I would like to 
know approximately how much drainage work 
was involved in a county, how many miles of 
ditches, etc., and what the cost of it all was. 

I would also like to bring up this point. Dr. 
Welch quoted the deaths in Alabama as being 
reduced from 530 to 231—530 in 1917, 231 in 
1921. The question of the natural reduction in 
malaria cases comes up in my mind. We had in 
South Carolina, about 1916 or 1917, some 500 
deaths from malaria, too, but last year there 
were only 254. I do not think that our work 
accomplished much of that reduction, and I 
would like to have a discussion as to just what 
part the natural reduction of malaria played. 

In South Carolina we are confronted with 
this problem: we have only six county health 
departments functioning now and only one of 
them is in the malaria-infected section of the 
State. It is almost impossible, it seems, to me 
at least, to organize a full-time county health 
unit in those counties in which the colored popu- 
lation is larger than the white, and I would like 
to know what the best procedure would be in 
that kind county. 


Mr. W. G. Stromquist, City Health Depart- 
ment, Memphis, Tenn—We all know that the 
general opinion throughout the North is that the 
Southern states are very unhealthful places in 
which to live, and that a great number of people 
hesitate to move here, even though better eco- 
nomic opportunities are offered. ; 

In a recent weekly report of the Public Health 
Service there was a statement of the number of 
full-time county health officers in the various 
states. In the eleven states of the malaria belt, 
there were 112;-in eighteen other states, 105; 
and in nineteen Northern and Western states, 
none. This shows that in the malaria belt there 
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are more full-time county health officers than in 
all the rest of the United States. Of course, the 
mere appointment of full-time health officers 
does not necessarily solve the probiem, but it 
shows that the people are aroused to the need of 
public health work and that we are making rapid 
progress. As we attack and overcome the prob- 
lems which are found only in this section, the 
problems which we have in common with the 
other states will also be included, and in a not 
far distant time the South may lead the rest of 
the country in sanitation. 

Dr. A. P. Harrison, State Board of Health, 
Austin, Tex.—I have been appointed a committee 
of one to present to the National Malaria Com- 
mittee a message from Texas, informing you of 
what we hope to be able to carry out during the 
next year’s work in that State. 

In approaching the problem of malaria control 
and the general problem of mosquito control, we 
consider it important to place this problem be- 
fore the public as coming from laymen rather 
than from the State Board of Health, for various 
reasons. It was essential, of course, to obtain 
an appropriation from the Legislature. Now, 
legislatures are prone to consider any proposi- 
tion coming from the health department as a 
health problem alone, and perhaps a hobby of 
the state health officer. Therefore, we have in- 
terested the Texas Chamber of Commerce, and we 
recently had a very successful meeting in Hous- 
ton. During that meeting plans were formulated, 
which are embodied in some resolutions that I 
should like to read to you. The resolutions, I 
am sure, are perfectly self-explanatory. 

Before reading the resolutions I may say that 
the recent epidemic of dengue fever in Texas 
was really a Godsend in one respect, because it 
did more to arouse interest among the general 
public in mosquito and malaria control than pos- 
sibly anything else could have done. 
SUGGESTIONS FOR MOSQUITO CONTROL CAMPAIGN 

Be it resolved by this convention, called by the Texas 
Chamber of C ce to i state-wide mosquito con- 
trol, that the following be adopted as resolutions by the 
Texas Chamber of Commerce: 

(1) The division of the malaria and dengue belt of the 
State into districts containing not more than ten counties 
to each district. 

(2) The appointing of ten men whose duty it is to or- 
ganize the counties in each district, and to direct and 
carry out the necessary control measures therein with the 
help of assistants; it being the further duty of the above 
mentioned ten men to raise the necessary financial assist- 
ance from the cities and counties in each district. 

(3) The raising of the necessary funds to provide the 
salaries and necessary traveling expenses of these ten men, 
which funds reckoning from past experience in obtaining 
the services of trained men, who alone could do efficient 
work, would amount to fifty thousand dollars. 

(4) It is suggested that this amount be requested of the 
Legislature as a special emergency appropriation. The 
money for actual field control measures to be supplied by 
the _ and counties cooperating and participating in the 
work. 

(5) It is further suggested that the Texas Chamber of 

mmerce request each and every secretary of every cham- 
er of commerce in Texas to the resp ibility in 
his district of assisting to raise the necessary funds for 

| control measures and to stimulate interest, thereby 
obtaining the cooperation of the people. 


GENERAL MEASURES 
(6) It is thought to be essential that adjacent states also 
carry on mosquito control work, particularly along the 
borders of the states adjoining Texas. It is, therefore, 
Suggested that a resolution be drafted and adopted encour- 
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aging such work in neighboring states, and that the health 
officers of these states be sent a copy of this resolution. 

_ (7) It is believed to be most important that the Mexican 
border be protected by such control measures, and a reso- 
lution is suggested requesting the Surgeon-General of the 
United States Public Health Service to render all the as- 
sistance possible in this respect. 

(8) The following committees are suggested: 

(a) A permanent committee to stimulate the necessary 
legislation and request the necessary appropriations. 

(b) A permanent committee to handle the necessary 
publicity of the campaign. 

(c) A permanent committee to educate and inform the 
public of the necessity for this work, including the ob- 
taining of the cooperation of railroads, and all large in- 
dustrial concerns. This committee should request all 
hardware dealers‘to sell for the purpose of screening 
against mosquitoes only screen wire of 16 or more mesh 
to the inch. 

Whereas, we as an organization having the welfare of 
our State and the betterment of living conditions therein 
as our chief reason for existence, realize the fact that 
there is annually within our State an enormous economic 
and financial loss on account of preventable diseases, which 
diseases at times, by reaching the proportion of epidemics, 
cripple the business machinery of our State and its com- 
mercial, financial and social undertakings, not to mention 
the far more important fact of the loss of human life and 
the suffering and hardships which these diseases inflict upon 
our citizens, we further realize the fact that through ju- 
dicious inauguration and conduction of tried and proven 
health measures under the direction of our State Health 
Department these diseases may be controlled, materially 
reduced and even be eradicated. 

Whereas, we further realize and know that in order to 
conduct such health measures there is an absolute necessity 
for the appropriation of funds on the part of the State to 
finance these undertakings, and enable the Health Depart- 
ment to afford the protection to our citizens which it can do 
in no other way, 

Be it resolved, That the Texas Chamber of Commerce, 
now assembled in special meeting for the purpose of con- 
sidering the ways and means to combat preventable disease 
in the State of Texas, does hereby earnestly request the 
Legislature of the State to accede to the rqucsts which will 
be duly presented to that body by our State Health Officer, 
and provide the State Health Department with adequate 
funds, which funds are now a matter of vital necessity to 
the success of the protective measures contemplated. 

Be it further resolved, That each local secretary of every 
chamber of commerce in Texas be, and is hereby, requested 
to explain to his representatives and State senators the 
necessity for this assistance, and that each local chamber 
of commerce pass resolutions respectfully requesting its 
legislative representatives to support the program of the 
State Health Department as one of the most vital interests 
of the State of Texas. 

Be it further resolved, That a copy of these resolutions 
be sent to the Governor of the State, respectfully calling 
his attention to the campaign and requesting him to em- 
body in his message to the Legislature a special request 
to consider carefully these requests to support the pro- 
gram of the State Health Department with a special con- 
sideration for an appropriation for the mosquito control. 

Be it further resolved, That in order to inform the public 
of the proposed measures for their protection, and the ne- 
cessity for their support and cooperation, a copy of these 
resolutions be given to the Associated Press of the State. 


Dr. Roy K. Flannagan, Assistant Commis- 
sioner, State Board of Health, Richmond, Va.— 
The work done by Dr. Clinton A. Kane, Director 
of Malaria Control, and Dr. L. L. Williams, 
United States Public Health Service, who have 
charge of the anti-malaria work in Virginia, has 
given excellent results. They are carrying on 
the campaign along all lines. They are featur- 
ing the distribution of literature in malarious 
sections. I would like you to see the concise lit-~ 
tle bulletin that is being distributed broadcast 
through the schools. Though funds are limited, 
they are not neglecting to do drainage work. I 
hope you will look at the Virginia display at the 
Exhibit Hall. Then you will see what is being 
done. A moving picture has been made with 
scenes “before and after taking” that will be 
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shown during this meeting. All of you should 
see it. 

I had the very great privilege personally of 
following Dr. Henry R. Carter through the 
swamps around Wilson, Va., and of supervising 
the one hundred per cent demonstration that was 
done there several years ago. The work else- 
where in Virginia has been and is being con- 
ducted along the same lines. We are emphasiz- 
ing screening and education of the people because 
we think they bring the best and most lasting 
results. Then the other things necessary are 
done as opportunity and funds available permit. 
There were six or seven towns in which we worked 
averaging 90 per cent drainage and control. 
Smithfield, the town from which the famous 
Smithfield hams come, was one of the worst ma- 
laria-infected places in the State up till this year. 
Under our direction they completed a drainage 
project there to the general comfort of all the 
people and a marked reduction of malaria. 

A Member.—How much has the State of Vir- 
ginia appropriated? 

Dr. Flannagan.—Six thousand five hundred 
dollars, which the International Health Board 
matches with an additional $6,500, and the United 
States Public Health Service adds the services 
and traveling expenses of a physician expert. 

Dr. S. C. Beach, Illinois Central Railroad, Chi- 
cago, Ill—I would like to say a word on this 
subject from the standpoint of the railroad. The 
Illinois Central, running through a portion of the 
malaria section of the United States, is tremen- 
dously interested in this subject. We have 
backed up this anti-malaria proposition not only 
financially but practically in work actually done. 
You of the South have no monopoly on malaria. 
We have a good working plant in southern Illi- 
nois. I refer to Carbondale and Herrin, in the 
southern part of the State. Last year we had 
some 456 cases of malaria in that neighborhood. 
Some of these cases originated from swamps 
near the Illinois Central shops. We shot some 
drainage ditches there with dynamite and the 
malaria incidence this year was something like 
81 cases—quite a remarkable reduction. 

All this has a secondary influence, which is 
very important. It is that the Illinois Central 
is getting more interested in this anti-malaria 
movement. This is the result of the efforts of 
the United States Public Health Service, the In- 
ternational Health Board and interior forces in 
the Illinois Central. Five or six of the states 
through which the Illinois Central Railroad runs 
are Southern states, and you can add southern 
Illinois to the states which have considerable 
malaria. We are going after this thing in what 
I think is the right way, in a cooperative way. 
Having started this movement, like any moving 
body we are gaining force as we go on, and we 
anticipate rendering visible, actual and practical 
assistance along these lines. 

Dr. D. J. Williams, County Health Officer, 
Harrison County, Gulfport, Miss.—I am before 
you in an effort to answer some of the questions 
that have been asked and that seem to have been 
studiously dodged by the speakers who followed 
the questioners. 
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In my County (Harrison) we have about 546 
square miles, with a 28-mile coast. In it is a 
relatively large area covered by swamps and 
marsh. We began the anti-malaria work in 
1916, when it was largely educational. In Jan- 
uary, 1918, we began the intensive work, select- 
ing an area near the coast about a mile wide, 
which contains about two-thirds of the popula- 
tion of the County. It was estimated that the 
required amount of ditching in this area would 
be about 225 miles. We have already constructed 
about 215 miles. The cost of the construction, 
maintenance, oiling and other expenses incidental 
to the campaign has been approximately $121,- 
000. We estimate that we are saving about 
$57,000 annually to our County, which has a 
population of about 38,000,. with from 23,000 to 
25,000 living within the area intensively worked. 
This $57,000 is saved to our people by the ap- 
propriation of $15,000 annually for the County 
Health Department. 

In the beginning of our campaign we had an 
average of 1,540 cases annually. Last year we 
had 112 cases, more than twelve of which we 
know definitely came from outside of the County. 
We think that in Harrison County, so far as 
our individual County is concerned, we could ap- 
proximate one hundred per cent reduction in 
malaria if we could control the introduction of 
the disease from outside from this time on. 

It is our idea that the county-wide work can 
best be started in a limited area, letting the les- 
sons taught in that way spread throughout the 
county. If that is so in one county, it will hold 
true for a group of counties. We believe this, be- 
cause we have had a reduction in the unworked 
area corresponding to that in the area which we 
have intensively worked. 

As to screening, while some have _ stressed 
screening, I want to say to you that where you 
have “Bohunks” and practically every other race 
represented you will not get anywhere with 
screening. If you have the right kind of people, 
you may do effective screening. 

In the beginning I had a great deal of misgiv- 
ing about attempting to sterilize the malaria 
carriers, but the more work I do along this line 
the more I am convinced of its value. As you 
approach one hundred per cent control, you will 
have to sterilize the carriers. We did not get 
far with sterilization at first. I was not very 
enthusiastic over it, but I am willing to see any- 
thing tried in malaria. When we reduced our 
cases down to 750 we began to sterilize the car- 
riers, and when the number dropped to 400 we 
began to index them. Then we reduced the num- 
ber to 250; and when we had them all indexed 
and knew the conditions in the homes, we began 
= get a pretty good grasp on our malaria prob- 
ems. 

If you can show any organization, your board 
of supervisors, luncheon clubs, chamber of com- 


“merce, etc., in a highly malarial district that you 


can save your county $57,000 a year, it will ap- 
peal to them, and you will have a basis for get- 
ting an appropriation for health work. 


Dr. L. D. Fricks, Surgeon, United States Pub- 
lic Health Service, Memphis, Tenn.—I find my- 
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self in accord with Dr. Leathers’ statements rela- 
tive to the importance of education in malaria 
control. I believe that the coordination of mala- 
ria control with other rural health work in the 
South, and education of the rural population, 
especially the younger population, are the impor- 
tant elements in the malaria control situation. 

I am not in entire accord with Dr. Leathers’ 
statement that we probably in the past have not 
appreciated the importance of educational ef- 
forts. To my mind, although we may not have 
appreciated the importance of education, all the 
work that has been done in malarial control in 
the past four or five years—all the work worth 
while—has been so because of its educational 
value. The direct effect—the reduction of the 
number of cases by one hundred here, five hun- 
dred there, or perhaps a thousand in another 
area—I think is insignificant when we consider 
the amount of malaria in the South. But the 
educational effect is of great value and the edu- 
cation of ourselves is valuable, too. We are get- 
ting nearer all the time to the realization of the 
fact that different methods of control must be 
applied in different localities. We have our 
principles, yes, but no fixed rule that must apply 
to every community. Within a few years I be- 
lieve that we can reasonably hope to look for 
great relief in the malaria situation in the South 
through the coordination of malaria control with 
other rural health work and the education of the 
people who are vitally concerned. 

Dr. William Krauss, Memphis, Tenn.—Refer- 
ence has been made to the problem of malaria 
control in counties that are not self-supporting. 
Why are they not self-supporting? 

Several years ago I was connected with the 
State Board of Health of Tennessee as a mem- 
ber. There was an outbreak of smallpox in 
Maury County, which the County had for a year 
been attempting to handle. Neighboring coun- 
ties made protest and the State Board of Health 
finally took it up and cleaned the situation up. 
When the work was finished it was found that 
there was no one to pay the bill. 

For contrast, Shelby County, in which Memphis 
is located, in 1922 paid $372,765.54 in State au- 
tomobile tax, of which it gets back about $6,000. 
If it is possible for the State to collect that 
amount for the highway fund, why can it not do 
the same for health work? 

Dr. T. H. D. Griffitts, United States Public 
Health Service, Mobile, Ala.—It is important to 
have on file in the state health department as 
complete a health record of every community as 
possible, so that if the question ever comes up 
about malaria in the state anywhere the state 
health officer may have at his finger tips informa- 
tion that may be readily applicable to the cor- 
rection of conditions. I believe in surveys and 
the recording of them. At the time they are 
made it may seem that the data collected are of 
little value, and yet they may be a strong fortifi- 
cation put into action at any time. 

As to making “malaria drainage” subsidiary 
to agricultural drainage and regarding it only 
as an economic question, let us be careful. We are 
health workers. Our problems are health prob- 
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lems; our functions health functions. Let us re- 
gard malaria prevention primarily as health 
work, and agricultural development often a very 
valuable by-product of health work. And, by the 
same token, good health frequently is a by-prod- 
uct of drainage for agriculture. We are not 
economists; we are not agriculturists. However, 
we should be prepared to offer scientific assist- 
ance in the health phases of any development. 

As to screening, I believe that in Virginia and 
in a great many other states, or sections of states, 
screening must stand second only to drainage, 
inasmuch as screening is an important protec- 
tion also against other diseases in which the 
board of health may be as much concerned as 
with malaria. 

Dr. Welch mentioned the apparent prevention 
of dengue as aresult of malaria control work. 
If I may quote Howard: “Culex fatigans 
(quinquefasciatus) is the common barrel-breeder 
of the South.” If we are doing strictly anti- 
anopheline work, as was done at Mobile this year, 
no attention is paid to fatigans, stegomyia, etc. 
By anti-anopheline measures solely we should not 
expect a noticeable influence on dengue. The 
breeding habits of our malaria vectors are quite 
distinct from those of fatigans and stegomyia 
(both of which, it seems, may be dengue car- 
riers), and any efforts to apply to dengue pre- 
vention must cover artificial container produc- 
tion. No doubt Dr. Welch referred only to those 
places doing “general mosquito destruction,” as 
some places are doing. 


Dr. Welch—I want to say, in reply to Dr. 
Griffitts, that in Brewton, Ala., and in Eufaula 
and other places we have controlled dengue fe- 
ver. Mosquito control was so well carried out 
in Dothan, especially, and in Brewton (where at 
one time the pestiferous mosquitoes were so bad 
that you could not sleep in the hotels, even though 
they were screened, but traveling men have writ- 
ten me that they can now sleep there comfort- 
ably), that those towns did not have any dengue 
fever. It was present in every other town in 
the State, and I believe I am justified in saying 
that the anti-malaria work did control dengue 
fever. 

When we go into a county we go to the worst 
sections of that county.. Each farmer that un- 
dertakes the drainage of his land is called a proj- 
ect. The ditching consists of clearing, of clean- 
ing a ditch, in opening an old ditch, and in dig- 
ging a new ditch. In reporting that, according 
to the rules of the United States Public Health 
Service and the International Health Board, we 
report the progress of cleaning, of clearing, of 
opening old ditches and of cutting new ditches. 
When we finish that project it is one hundred 
per cent. We have never said that we had one 
hundred per cent in a county. It is the projects 
we are reporting on and not the county as a 
whole. 

I do not know what legerdemain they prac- 
ticed in South Carolina to bring about the reduc- 
tion in malaria there. It did not just happen so 
in Alabama. 

Dr. James A. Hayne, State Health Officer, Co- 
lumbia, S. C.—The legerdemain was done by the 
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United States Census Bureau, which cannot ac- 
complish anything in Alabama, as you are not in 
the Registration Area. 


Dr. Welch.—The educational meth:ds which 
we have used in Alabama have been screening, 
which extends to all parts of the State, and the 
introduction of top minnows. I must differ with 
Dr. Leathers in his estimation of the value of 
the top minnow as a controlling element in ma- 
— for I do not think that it can be overesti- 
mated. 


Dr. Rose, in going over Alabama some time 
ago, noticed the amount of screening that had 
been accomplished in the rural districts, and was 
digposed to credit the fall in malaria to the 
amount of screening that had been done. Now, 
I do not want to underemphasize the value of 
other measures, but I believe the fall in the inci- 
dence of malaria is due largely to education. 

We have had the Carter “Primer” in the 
schools now for three years, and it is a part of 
the school curriculum. I am sure that the high 
school boys who have learned the Carter “Primer” 
have been the greatest allies we have had in this 
campaign. 


We have not neglected the use of quinin. I 
am very sorry that Dr. Maxcy did not report 
some of his observations in an impounded water 
region in Alabama, where out of 198 persons in 
the area 167 had malaria. It slipped up on us. 
Probably we should have known about it, but we 
did not until it was under full swing. The only 
thing to do was to send a man from house to 
house with the standard quinin treatment. Three 
families left off the quinin treatment after three 
weeks, and they were the only ones that had any 
relapses. They began taking quinin again and 
have had no more chills. 


Speaking of county organization, we do not 
start a county organization in Alabama with less 
than $7,500. When we get the county health de- 
partment started, the engineer is assigned to the 
county health office. 


We do not put up any more money at all. The 
work is done through the county unit. In coun- 
ties that are not organized the work is done 
through the State organization. Out of those 
organized counties in which work was done we 
have already had two counties to organize, and 
another has voted an appropriation, which has 
not yet been made available. 


Speaking of the organization in Texas, I do 
not believe that it is possible to do any perma- 
nent health work by spasmodic effort. Public 
health work is a business, and until you have a 
business organization that appeals to the appro- 
priating power as an organization that will func- 
tion, you will not get anywhere. You are going 
to waste your money. When you get untrained 
people, in a moment of enthusiasm after an epi- 
demic of dengue fever or some other epidemic 
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you go back again for money you will not get it, 
You will not do anything permanent that you 
can stand on until you get a business organiza- 
tion. I believe that all public health work should 
be preceded by a business organization. I mean 
by that I believe you should have a sufficient 
personnel so that when you have done drainage 
and work of that kind you will have an inspector 
who will follow up the work next year and see 
that it is carried on. We have a contract that 
the municipality will furnish money enough for 
the inspector to come back the next year after 
and see that it is carried on. 


Dr. W. S. Leathers, Chairman.—I would like 
for Dr. Welch to answer more definitely the ques- 
tion which has been raised by one of the speakers 
as to whether the reduction of malaria is due 
to the methods that have been used or is it sim- 
ply decreasing naturally. It has been my belief 
that the methods employed have been educational 
and have had a generally educational effect upon 
the people in the control of the disease. 


Dr. Welch (closing).—I thought that I an- 
swered that when I said that the methods used, 
the oiling, ditching and quininization, had 
brought about the results in Alabama. The first 
step was the demonstration by the United States 
Public Health Service in Montgomery, Anniston 
and Muscle Shoals. From that demonstration 
spread the knowledge that by ditching, by oiling 
and by the distribution of minnows in all the 
waters of Alabama this particular piece of 
health work could be accomplished. I do not 
know whether or not it spread to the rural dis- 
tricts of South Carolina, but I understood that 
similar work had been done there. Possibly they 
did not know about it, but I understood that 
work similar to that done in Alabama had been 
done there, but it may have escaped notice. 


There is no question in my mind that educa- 
tional methods—we are simply in the experi- 
mental period, although we are doing permanent 
work in drainage and screening—have been re- 
sponsible for the reduction of malaria in Ala- 
bama, which has been spectacular. I see no 
reason why, if you locate the carriers in the 
spring and give them the standard treatment (we 
are doing that now in some counties where we 


have impounded water—watch for the first man . 


who bas a chill in the spring and give him the 
quinin treatment, and see that no mosquitoes get 
to him), I do not see why you cannot handle 
malaria by that business method just as you han- 
dle other diseases. If you learn where the first 
focus of infection is and stamp that out, you do 
not get the infection. 


Dr. Hayne.—I rise to a point of personal priv- 
ilege. I want to state that I was working on 
the Isthmus of Panama when the real malaria 
control work was done there and I spread that 
knowledge to my own State. The first real ma- 


has passed over, to go to the legislature and get , laria control work in the United States was done 
the money and go out and spend it, then when iit 


in Hartsville, S. C. 
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METHODS FOR DETERMINING MA- 
LARIA PREVALENCE—THE 
SPLEEN RATE OF 
SCHOOL BOYS*+ 


By KENNETH F. Maxcy, M.D., 
Assistant Surgeon, U.S.P.H.S. 
and 
C. P. CooGLE, M.D., 

Acting Assistant Surgeon, U.S.P.H.S. 


Everyone admits the desirability of 
“good malaria statistics.” Everyone who 
has had to deal practically with the prob- 
lem admits the difficulties peculiar to the 
collection of accurate figures on the preva- 
lence of this disease. Many methods of 
collection have been devised. All yield in- 
formation; and all have errors of more or 
less magnitude. Briefly, the more impor- 
tant and commonly used methods may be 
grouped under four heads: 

A. History Index.—Physicians’ cases or 
calls, house-to-house canvass, mortality 
and morbidity reports, insurance claims, 
sale of quinin and chill tonic, and opinion 
of intelligent laymen, etc. 

B. Spleen Index. 

C. Parasite Index. 

D. Anopheline Index. 

Of these, the spleen index has been but 
little used in this Country. Tropical work- 
ers regard it as the best single measure 
of malaria prevalence. Sir Ronal Ross! 
makes the statement that “the spleen in- 
dex should be a nearly correct measure of 
the true malaria rate,” but makes the fol- 
lowing reservation: “Quinin, local condi- 
tions and other diseases (especially kala- 
azar) may affect the spleen index, but in 
most countries only to a small extent.” 

In this Country, Derivaux, Taylor, and 
Haas,” in 1917, examined 141 children near 
Lake Village, Ark. (April and May) and 
found only 4 enlarged spleens, whereas 
the parasite index on the same group was 
17 per cent. They concluded that the 
spleen index in no way represented the 


*Read before the National Malaria Committee 
(Conference on Malaria), meeting conjointly with 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 

{From Field Investigations of Malaria, U. S. 
Public Health Service. Grateful acknowledgment 
Is made to Dr. Wm. Krauss and Mr. Bruce Mayne 
for the laboratory examinations. 
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true endemic index of malaria in that sec- 
tion. 


In 1921, Dr. Barber and Dr. Coogle* ex- 
amined 1261 boys in Mitchell County, 
Georgia. Of this number only 2.1 per 
cent showed palpable spleens. In three 
schools where a parasite rate of 5.5 per 
cent was found the spleen rate was 5 per 
cent. These examinations were made in 
February, a time of year when the find- 
ings would be expected to yield minimum 
figures. They were repeated on this same 
group of boys in Mitchell County and on 
the boys in a few schools in the counties 
surrounding, in September and October 
of the same year,’ a time when findings 
would be expected to be at a maximum. 
Eleven hundred and eighty-one boys in 
Mitchell County showed a spleen rate of 
1.3 per cent, while blood smears taken on 
318 of the same school children showed 
4.7 per cent positive. In 10 schools located 
in surrounding counties, 480 boys showed 
a spleen rate of 3.4 per cent and of 119 
blood smears taken from both sexes, 9.2 
per cent were positive. In this section it 
was again evident that the spleen exam- 
inations did not yield a significantly large 
figure and did not give a fair index of the 
amount of latent malaria. 


However, there are certain obvious ad- 
vantages in the spleen index which seemed 
to render further observations in other 
sections of the Country desirable. It is 
an objective method. There is little or no 
error of interpretation in skilled hands. 
It can be rapidly and easily applied to 
large numbers. The error due to sam- 
pling can be made quite small and readily 
calculated. It is practically as certain an 
indication of malaria, past or present, in 
an individual as the finding of parasites 
in the peripheral blood. If it could be 
used alone or in combination with a his- 
tory index or parasite index, or both, as a 
yard stick by which to measure or indi- 
cate the amount of endemic malaria, it 
would help us to solve the problem of ex- 
pressing more accurately the degree of 
prevalence of this disease over large areas 
and of gauging the effectiveness of control 
measures. 


The results here reported are, therefore, 
a continuation of the work started by Bar- 
ber and Coogle in south Georgia in an ef- 
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fort to delimit more carefully the extent 
to which spleen examinations are of value 
in this Country. 

METHOD 


The method of spleen examination was 
similar to that recommended by Ross, 
Christophers and Perry® and the same as 
that employed by Barber and Coogle* in 
their south Georgia work. The boys were 
examined in the standing position. They 
were instructed to lean forward slightly, 
to relax the abdominal muscles and to 
breathe deeply. The examiner slipped his 
hand under the loosened clothing next to 
the bare skin and palpated in the left 
upper quadrant under the costal margin. 
When a definite spleen edge could be felt, 
descending on inspiration, the case was 
recorded as positive. The degree of en- 
largement was roughly indicated as “pal- 
pable,” “palpable one,” “palpable two,” 
and “palpable three or more fingers’ 
breadth below the costal margin.” 

Whenever there was any doubt in the 
mind of the examiner about the result in 
an individual case, the boy was re-exam- 
ined in both the standing and the reclining 
posture with abdominal wall thoroughly 
relaxed. 

The authors worked together on a large 
number of boys to check each other and 
thus obtain uniformity in results. No at- 
tempt was made to detect slight enlarge- 
ment of the spleen by percussion. This 
is too uncertain under field conditions. 
Only definitely palpable spleens were re- 
corded as positive. 

At the time of the spleen examination 
each boy was questioned individually as 
to whether he had had definite “chills and 
fever” of the every day type or the every 
other day type during the preceding year. 
The answers were classed as simply posi- 
tive or negative history and formed the 
basis of the “history index.” 

Blood smears were then taken from a 
large percentage of the boys present and 
sent to. the laboratory. Here a certain 
number were selected at random (repre- 
senting about one-third of the total num- 
ber of boys examined) stained and exam- 
ined with thin smear technic. The result- 
ing “parasite index” is, therefore, based 
upon a true random sample of the whole 
group measured. 
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Some objection may be offered to the 
fact that these indices are based only upon 
boys of school age and do not represent 
the population at large—all ages, both 
sexes. However, it must be borne in 
mind that it is impossible to measure the 
absolute amount of malaria in any popu- 
lation. It is practicable only to determine 
the relative amount in a sample popula- 
tion group and to use a similar sample 
for comparison in other areas or in the 
same area in other years. Instead of us- 
ing a small sample of the population at 
large, as is usually done, these examina- 
tions were confined to a definite group 
of the population, and it must be borne in 
mind that the resulting figures are an 
index in the true sense of the word and 
by no means a direct measure of the 
amount of malaria. 

Where reference is made to the mor- 
tality rate from malaria in the several 
counties in which examinations were con- 
ducted, this rate has been calculated upon 
the basis of the average number of deaths 
per 10,000 population for the past three 
years—1919, 1920 and 1921. On account 
of the small numbers concerned this gives 
a better value than a rate based on a sin- 
gle year. 


RESULTS 


It seemed desirable to select an area for 
study in which there existed a high ma- 
laria incidence. The southeast Missouri 
lowlands seemed to fill the requirements 
in this respect and opportunity was pre- 
sented to make the first observations here. 
The country is low-lying, flat, Mississipp! 
River bottom land, the topography of 
which is broken here and there by low 
ridges. It is bounded on the east by the 
Mississippi River and on the west by the 
tortuous, winding course of the St. Fran- 


_ cis, the center being taken up by the Little 


River overflow. Twenty years ago, €X- 
cept for the settlements along the ridges, 
much of the country was a great wooded 
swamp, large areas having been com- 
pletely under water during the flood sea- 
son. Today thousands of acres have been 


drained, cleared and protected from over- 


flow. This reclamation has left one of the 
richest agricultural sections in the world. 
Formerly a hot-bed of “swamp fever, | 
“black water fevers,” “yellow chills 
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(every variety of malaria in its most per- 
nicious forms), this disease still prevails 
to a considerable extent and is a serious 
economic problem in many areas. 

In these lowlands 76 schools were vis- 
ited, practically all of which were of the 
small rural type. A total of 2330 boys 
were examined. Out of the group, 179 
boys were found to have definitely pal- 
pable spleens—a crude spleen rate of 7.7 
per cent. The high rates were found in 
the counties farthest south and next to 
the Arkansas line, namely, Dunklin and 
Pemiscot with rates of 9.4 and 7.9 per 
cent, respectively. The largest number 
of boys with palpable spleens found in 
any one school was at Beech Corner School 
in Dunklin County, where 20 out of 75 
boys were positive. 


RELATION OF POSITIVE HISTORY TO PALPABLE 
SPLEEN 


Of the whole group of boys examined 
36 per cent gave positive histories; and 
of the boys with palpable spleens, about 
58 per cent. In this connection it must 
be borne in mind that an enlarged spleen 
may represent: 

(a) A residual from an inadequately 
treated acute case. 

(b) A “scar” of repeated acute attacks. 

(c) Evidence of chronic infection, per- 
haps contracted during the preceding sea- 
son and at present dormant or asymptom- 
atic. 

Leaving out of account the error due to 
memory defect on the part of the school 
child, or his incompetence to answer cor- 
rectly due to immaturity or low intelli- 
gence, many cases of negative history 
would be explained under (c). 

In one or two schools where palpable 
spleens were found the history rate was 
less than 10 per cent, which borders on 
the negligible. As a general rule, how- 
ever, the history of attacks of malaria 
during the preceding season indicated that 
a corresponding spleen rate would be 
found. The facts are graphically pre- 
sented in a correlation table (Table I). 
The coefficient of correlation for the whole 
table is 0.411 (p.e. 0.005). This table is 
based upon only 101 schools. The individ- 
ual groups are small and there is a consid- 
erable variation due to chance; but, in a 
general way, it would seem to. demon- 
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strate that a significant spleen rate is 
not apt to be found unless at least 23 per 
cent of the boys give a history of malaria 
during the preceding season, and the 
higher the history rate the more apt one 
is to find palpable spleens. 

TABLE I—Showing Correlation Between Per Cent Positive 


History and Per Cent Palpable Spleen in 101 Schools 
Examined in Missouri, Kentucky, Alabama. 
Per Cent Giving History of Malaria 
During Preceding Year 


| 
Mean Per Cent | 
Positive 


Per cent with 
Palpable Spleens 
21-30 


rT? 


___Total 1 


{1-20 
61+ 


31-40 


0 
1 
1 
0 
0 
0 
0 
1 


Mean per 
cent Palpable 
Spleens 4.8 5.2 7.4 10.3 10.0 10.8 


In this same area, the Missouri 
lands, it was possible to compare the 
spleen rate of school boys with the history 
index of the whole population, obtained 
by house-to-house canvass. Nineteen 
schools were visited and examined in the 
area about Sikeston, which had been in- 
tensively studied by Dr. Mark Boyd, 
I.H.B., and Dr. Mark Ziegler, U.S.P.H.S., 
during the fall of 1921.5 

The history index obtained by a house- 
to-house canvass of the whole area, 4506 
persons, showed about 15 per cent of the 
population had had malaria during the 
summer of 1921. The crude spleen rate 
on 447 school boys drawn from the same 
area was 4.7 per cent. 

To analyze the data a little more care- 
fully, the area, which was 36 miles long 
and 12 miles wide, was divided into four 
zones, and each zone divided into a north 
and south half. The house-to-house can- 
vass in the former was conducted by Ob- 
server A, and in the latter by Observer B. 
The resulting history indices are shown 
in Table II and compared with them are 
the spleen rates obtained from the school 
boys in the same zones. It is seen that 
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the variation in history rate indicated by 
the house-to-house canvass in the differ- 
ent zones is accompanied by a similar va- 
riation in the spleen rate. The time and 
expense required to obtain the history rate 
was infinitely greater than that required 
for a spleen index of the school boys. 


TABLE II—Showing a Comparison of the Spleen Rate of 
School Boys with a History Index Obtained by House 
Canvass of the Same Population in the Sikeston Area 
of Southeast Missouri, 1921. 


History Index Obtained by 
Area House Canvass 


Spleen Index 


1936 Persons 
447 Boys in 
19 Schools 


Observer A 
2570 Persons 
Observer B 


* 
RK 


* 
* 


Total area 11.6*** 


*Based on cases occurring up to September 15. 
**Based on cases occurring up to October 15. 


***Based on cases occurring up to time of canvass in Au- 
gust, September, October, November. 


****Based on cases occurring up to time of canvass in Au- 
gust, September, October, November. 


RELATION OF POSITIVE BLOOD SMEARS TO 
PALPABLE SPLEENS 


The examination of 997 blood smears 
taken at random from 2330 boys in the 
schools of southeast Missouri showed a 
parasite rate of 4.5 per cent; of 1388 
smears from the 178 boys with palpable 
spleens, 28, or 20 per cent, were positive. 
Almost all were estivo-autumnal, but ow- 
ing to the fact that the smears were taken 
in the late fall or winter, no conclusion is 
justifiable as to the association of this 
particular species of parasite with en- 
larged spleens. Failure to demonstrate 
the parasite in a single smear from many 
of the boys with palpable spleens is due 
to several factors—the scarcity of para- 
sites in the peripheral blood, the fact that 
many are taking “chill tonic” or quinin 
at the time of the examination, and the 
fact that many are really cured of their 
infections, but exhibit the enlarged spleen 
as a “scar” of former battles. In other 


words, the spleen examinations revealed, 


in addition to those carrying parasites in 
their peripheral blood, many dormant or 
latent cases, and individuals who had suf- 
fered from repeated attacks. 
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Looking at the relation from the other 
point of view, of the 997 smears examined 
58 were found positive. Of these 58 boys 
found to have parasites in their peripheral 
blood on a single examination, 29, or ex- 
actly 50 per cent, were found to have a 
palpable spleen by an entirely independ- 
ent observation. In other words, one-half 
of the boys who had positive smears were 
picked up by spleen examinations. 

On account of the small numbers it js 
not worth while to attempt to correlate the 
blood findings of a single school with the 
spleen findings in the same school. On 
the other hand, it is noteworthy that 
where a group of schools are considered 
together as in Table III, the spleen rate 
in this particular section shows a higher 
figure than the parasite rate, but there 
is no constant relation between the two. 


AGE DISTRIBUTION OF PALPABLE SPLEENS 


In the accompanying graph is shown 
the age distribution of the boys with pal- 
pable spleens, based upon the examina- 
tions made in southeast Missouri. It will 
be noted that the curve reaches its high 
point at the age of 9 years and thereafter 
declines, showing a sharp drop about the 
time of puberty. Among several hundred 
boys examined from the age of 16 on, no 
palpable spleens have been felt. Although 
this may be partly due to the greater dif- 
ficulty of feeling an enlarged spleen 
through the developed abdominal wall and 
thick rectus muscle, it can by no means 
explain all. The enlarged spleen due to 
malaria in this Country is evidently much 
more commonly found in children than in 
adults. 


RESULTS OF SPLEEN EXAMINATIONS IN 
OTHER AREAS 


A summary of the results of these ex- 
aminations conducted in southeast Mis- 
souri is shown in Table III. It is to be 
noted that in this particular section the 
spleen rate was large enough to be of 
value as an index to the amount of mala- 
ria present. Indeed, it yielded a figure 
appreciably larger than that given by the 
very much more laborious and costly 
method of blood smear examinations, and 
equally as valuable. 

Since favorable results with the spleen 
examinations were obtained in this area, 
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an effort has been made to control and 
‘extend the observations in other areas 
(see Table III). In the first place, as a 
negative control, a “hill” county of Mis- 
souri known to have little or no malaria 
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was visited and 84 boys in four schools 
examined. No enlarged spleens were 
found, and the absence of a significant 
history rate and of parasites in the smears 
examined confirmed the spleen findings. 


TABLE I1I—Summary of the Results of Spleen Examinations of School Boys in Southeast Missouri, Compared with Similar 
Examinations in Other Sections. 


County or Area 
No. of Schools 
ys 


Positive History 


Per Cent with 
Per Cent with 
Palpable Spleen 
Blood Smears 
Per Cent Positive 
for Parasites 
Month—1921-22 


No. of 


|No. of Bo 
'S | Examined 


Pemiscot 
S. E. Missouri Dunklin 
(lowland) Sikeston 
Cape G. 


co 
ao 


Examined 


agen 
own 
528 


a 


Missouri 
(highland) St. Francois 


Kentucky Fulton 


= 


Southern Jackson 
Illinois Alexander 


Houston 
Escambia 


PER CENT PALPABLE SPLEENS 


Age in years 
(Abscissae) 
Graph No. 1.—Age distribution of boys with palpable sp leens, expressed as per cent of total of each age examined. 


1923 
her 
ned 
aral 
nd- 
ere 
t is 
the 
the 
On = 4 
hat 28 39% f 3 
r 27 30* 
on 19 | 37 = 
ae 2 64 56 4.7 57 0.0 Feb. _ 
rons 36% 1.1% = 4.5% 
4 84 5% 0.0% = 0.0% Feb. a 
NS 9 363 15% 44% = 0.0% Mch. 
wn 6 305 15% 1.8% 143 0.0% Mch. Ss 
val- 11 609 26 0.8 124 0.0 
na- 17 914 23% 1.1% 267 0.0% 
vill 15 235 32% 4.3% 98 2.1% May i? 
igh 28 582 1.3 390 1.0% May . 
ter 
lif- 
ea, 


274 


In other words, where malaria is absent 
an enlarged spleen in a school boy, due to 
other causes, is a rare finding. 

Fulton County, in Kentucky, without 
doubt has the highest malaria prevalence 
of any county in that State and, judging 
from the death certificates, the malaria 
problem would be classed as a severe one. 
Only about 15 per cent of the boys exam- 
ined stated that they had had an attack 
of “chills and fever” during the preceding 
season. With this low history rate, it 
was not surprising that only 4.4 per cent 
showed enlarged spleens. The figure 
proved again, however, to be of more sig- 
nificance than that obtained from the ex- 
amination of 176 blood smears. 

In southern Illinois, examinations were 
conducted in two counties—Jackson and 
Alexander. These counties are known to 
have foci of malaria, but their mortality 
reports do not indicate a severe problem. 
Despite the fact that 23 per cent of the 
boys gave positive histories, only about 1 
per cent were found to have palpable 
spleens. Here the spleen rate is obvi- 
ously too low to be of definite value. There 
may be a considerable error in the his- 
tory rate in this instance, or this may be 
a section in which enlarged spleens are 
not found, although the disease prevails 
quite widely. 

In Alabama, two typical counties were 
studied. The first was Houston County, 
which is known to have the highest mala- 
ria prevalence of any county in this State. 
Fifteen schools with 235 boys were ex- 
amined in May of this year. About one- 
third of the boys gave histories of malaria 
last season. Four and three-tenths per 
cent showed palpable spleens. Ninety- 
eight blood smears examined showed 2 
positives. In Escambia County, where 
malaria is known to be only a small prob- 
lem, this fact was indicated by the low 
spleen rate, 1.3 per cent, as well as the 
parasite rate taken by Dr. Barber, which 
was 1.0 per cent. 

Besides the observations recorded above 
upon large numbers of school boys, many 
more or less isolated schools have been 
visited in other counties in Alabama. 
Many children have also been examined 
in their homes. In general, these observa- 
tions have tended to confirm the statement 
that in Alabama, where a serious mala- 
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ria problem is present, one seldom fails to 
find evidence of the fact in enlarged 
spleens. 

RESUME 


In defining the field of usefulness of the 
spleen rate as a measure of malaria prey- 
alence in the United States, there are two 
questions raised: 

(1) Is the spleen rate a definite meas- 
ure of the amount of endemic or chronic 
malaria in a locality? 

(2) Is the spleen rate a figure suf- 
ficiently large to be of significance as an 
index of prevalence? 

Concerning the first, the observations 
here recorded involve small numbers and 
are derived only from southeast Missouri 
in the late fall and winter. One-half of 
the boys in whose peripheral blood para- 
sites were demonstrated, had enlarged 
spleens. Looking at the matter from this 
point of view, the spleen rate indicated 
just one-half of the actual malaria known 
to be present. On the other hand, of the 
boys with palpable spleens only 20 per 
cent were shown to be positive by a single 
blood smear. If every boy, or even most 
of these boys, were potential carriers of 
malaria infection, the examination of 
blood smears revealed only about one-fifth 
of the actual chronic malaria. The bal- 
ance in this case seems to be on the side 
of the spleen rate. It would seem justi- 
fiable to conclude that under the condi- 
tions of examination in this particular area 
of the United States, the spleen rate was 
more nearly a measure of the endemic ma- 
laria among the school boys than was the 
parasite rate. That this does not hold 
true for all sections is indicated by the 
previous work to which reference has been 
made. Even at best the value is only rela- 
tive and not absolute. 

As to the second question, so far as re- 
corded observations go, it is evident that 
in some areas, at least, the spleen rate 
among boys of school age does yield a 
figure sufficiently large to be of value as 
an index. It does not hold true for all 
sections. A high spleen rate may be lack- 
ing where malaria is known to be highly 
prevalent. Positive findings are of more 
value than negative. ; 

There are many reasons for this varia- 
tion. It is commonly accepted that the 
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administration of quinin has a considera- 
ble influence in preventing enlargement of 
the spleen. Accordingly, wherever the 
population is intelligent and receives good 
medical care, the spleen rate would prob- 
ably be low; on the contrary, where there 
is ignorance, superstition and neglect and 
self-medication with inadequate “chill ton- 
ics,” the spleen rate would be high. Again, 
the enlarged spleen is to some extent a 
measure of chronic or repeated attacks 
of malaria. A higher rate would be ex- 
pected in a region where malaria prevails 
continuously year after year than in a 
section, previously almost free of the dis- 
ease, suddenly attacked by an epidemic— 
such as so often occurs after the impound- 
ing of a water supply. 


These same changing local conditions 
would cause the spleen rate to vary inde- 
pendently of the history and parasite rate. 
Local conditions and the large error of 
interpretation considerably affect the his- 
tory rate by itself. The parasite rate va- 
ries with the season of the year, the tech- 
nic of the examination, the size of the 
sample, and other factors. It is not to be 
expected that a constant ratio can be es- 
tablished between the spleen rate and the 
history rate on the one hand, or the spleen 
rate and the parasite rate on the other. 

It also seems clear that in those areas 
of this country where there is a low in- 
cidence of malaria—where it is scattered 
about in small foci, as is the case in so 
many counties in the Southern states—the 
spleen rate of school boys will not be suf- 
ficiently large to be of significance. The 
method must, therefore, be limited to 
those areas where there is a large endemic 
malaria problem affecting the greater part 
of the population. In a later study an at- 
tempt will be made to indicate what coun- 
ties in the several states have such a prob- 
lem. Even in these areas of high preva- 
lence in this Country it seems unlikely 
that there will be found spleen rates based 
on a large number of children as high as 
20 to 30 per cent or more such as are 
commonly reported from tropical coun- 
tries. 


In the meantime, as a useful working 
hypothesis, experience shows that it is 
usually not worth while to examine the 
boys of a school for enlarged.spleen unless 
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25 per cent or more give a‘/history of “chills 
and fever” during the preceding season. 


CONCLUSION 


In certain areas of high malaria preva- 
lence in the United States, the spleen rate 
of school bays is a satisfactory index of 
this disease. 


REFERENCES 
1. Ross, Sir Ronald: The Prevention of Malaria. John 


Murray, London, 1911. 
2. Derivaux, R. C., H. A., and Haas, T. D.: Ma- 


‘aylor, 

laria Control. Public Health Bulletin No. 88, 1917, p. 38. 

3. Barber, M. A., and Coogle, C. P.: Public Health Re- 
ports 1921, Vol. 36, No. 14, pp. 706-710. 

4. Barber, M. A., and Coogle, C. P.: Unpublished report. 

5. Ross, Ronald, Christophers, S. R., and Perry, F. L.: 
Spleen Rate of London School Children. Ind. Jour. Med. 
Res., 1914, i, 385. 


DISCUSSION 


Dr. John A. Ferrell, International Health 
Board, New York, N. Y.—The determination of 
the prevalence of malaria, and its public health 
importance, are outstanding problems confront- 
ing public health administrators. Several meth- 
ods for obtaining the malaria index of a com- 
munity have been tried. They have been founded 
upon the anopheline density and the clinical man- 
ifestations of malaria, including personal his- 
tories, physicians’ records, blood examinations, 
and spleen examinations. Spleen examinations 
have hitherto been used in tropical countries 
more than in the United States. If Dr. Maxcy 
and his associates can demonstrate that under 
our climatic conditions the spleen index is a re- 
liable means for determining the incidence and 
importance of malaria, and that it can be eco- 
nomically employed, they will have made a most 
valuable contribution. 


We cannot over-estimate the importance of 
having an accurate measuring rod for the amount 
of malaria in a community. The legislative 
bodies wish to know specifically the importance 
of the disease before appropriating money for its 
control, and they wish to know also whether or 
not expenditures made actually produce results. 
Moreover, it is important for the public health 
authorities to know whether or not the incidence 
of malaria in given communities is increasing or 
diminishing. Most of this information cannot 
be accurately collected unless we have at our 
disposal a practicable method for obtaining the 
malaria index. 


I wish to express the hope that others who 
are in a position to do so, will conduct similar 
studies, so that those of us who are engaged in 
the administrative side of public health work 
may have at our disposal the guidance we so 
greatly need. 


Dr. C. C. Bass, New Orleans, La.—The choice 
of methods for determining the prevalence of 
malaria depends very largely, it seems to me, 
upon the purpose we have in mind. If, for in- 
stance, we wish to learn whether malaria pre- 
vails in a community, without any special ob- 
ject of knowing to what extent it prevails, or 
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without any great degree of accuracy, we need 
not go to great pains to do so. If, on the other 
hand, we wish to know the total amount of ma- 
laria in a community, we have a very difficult 
(in fact, an impossible) job. There is no method 
or combination of methods by which we can go 
to a community and determine exactly how many 
people in that community have malaria. Blood 
examination fails to find all of the cases; the his- 
tory fails to point out all of them; the history 
of attacks, as given by physicians, also fails; and 
spleen examination fails. We cannot, at present, 
find out the total number of persons who have 
malaria in any given group of people. Whatever 
we do is relative, and has only relative value, 
and the advantage of employing any particular 
method depends largely upon our purpose. 


The question is, what application or use are 
we going to make of the results of our survey? 
If, for instance, we expect to sanitate an area, 
dealing entirely with questions of sanitation, it 
does not seem to me that it should be necessary 
to find all of the people in that area who have 
malaria. All we want to know is that there is 
a sufficient amount of malaria in the community 
to justify the effort and expenditure that will 
be required to control or reduce it. 

If, on the other hand, we should include in 
the work to be done the treatment or cure of 
those who have malaria, we wish to find every 
case that we can. We then have to choose be- 
tween three sources of information: history, blood 
examination, and spleen examination. 

I believe it is the consensus of opinion, a gen- 
erally accepted fact, that the spleen rate is not 
so high as the parasite rate or the history rate. 
Where we find one enlarged spleen we may find 
a variable but considerably larger number of 
positive bloods or positive histories. 

One thing that should be said relative to the 
value of the spleen rate is that its reliability 
depends very largely upon the expertness of the 
examiner. Although those who are accustomed 
to making these spleen examinations become 
very expert and recognize an enlarged spleen 
without any difficulty, those who have not be- 
come so expert are unable to make anything like 
so reliable a survey. The same thing, however, 
can be said with regard to history taking. If 
several different ones of us should make a sur- 
vey of a community and take the histories, there 
would be considerable difference in our records 
of positive histories. One would perhaps be 
more expert in recognizing the correctness of his- 
tories and possibly others less so. The intelli- 
gence of the people would also have a great deal 
to do with it. 

The same thing applies to laboratory exam- 
inations. Not only must the examination be 
made, but it must be made by one who is expert, 
one who is competent to recognize the parasites 
and who is not likely to make the errors com- 
monly made. Unfortunately, the examination of 
blood for malaria parasites is a difficult thing, 
and it requires a great deal of experience and 
practice in order to do it reliably. 

It is my opinion that if we wish to determine 
the prevalence of malaria to the highest d-zree, 
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we can do it best by expert or good history tak- 
ing and by blood examinations. If, on the other 
hand, we wish to determine the prevalence of 
malaria in a general way, and where it is quite 
prevalent, we can do it perhaps as well by spleen 
examination, without the enormous expenditure 
of time and effort necessary in the other meth- 
ods. If we are dealing with a region where ma- 
laria is less prevalent, and where it is mild in 
form, the spleen rate may be so low that it might 
not be so useful or so indicative as we might 
wish. On the other hand, in regions where the 
infection is heavy, it may be valuable. 


In the spleen method we are also probably in- 
cluding a number of incorrect diagnoses. Ma- 
laria is not the only thing that causes enlarge- 
ment of the spleen. That is not of great impor- 
tance, however, because wherever malaria pre- 
vails to such an extent as to make us consider 
the spleen rate of value, it would so outnumber 
the other diseases that the errors in diagnosis 
would be negligible. 


Mr. H. F. Ferguson, Sanita Engineer 
Springfield, [—Illincis in. the 
class in malaria control work, and I intended to 
sit here only as a listener and learner, and not 
make any remarks. But in the last paper some 
references were made to studies in southern Illi- 
nois, and Dr. Beach also referred to some work 
in southern Illinois. 


Presumably you have all heard the expression, 


“Out where the West begins.” Southern Illinois, : 


where our malaria problem exists, may be con- 
sidered the place where the South begins, or, if 
you are looking up the Mississippi, where the 
North begins. 


We started this year, in Illinois, some malaria 
control work. Our time was limited before the 
work started, but we wished to obtain some fig- 
ures of numbers of malaria cases to compare 
with future figures to show whether the work 
done during the 1922 season was worth while, 
and we obtained them by a house-to-house can- 
vass. We shall make another survey at the end 
of the year. 


If you obtain the number of cases by labora- 
tory methods beforehand, and the number of 
cases by laboratory methods afterward, would 
you not obtain the same comparative results as 
by the history of cases from a_ house-to-house 
canvass? The history of cases was the quickest 
method by which we could get the information 
we wanted. 


In order not to discourage some of the people 
who are working in the Southern states, I wish 
to call your attention to Dr. Beach’s figures. He 
said that at Carbondale, IIl., malaria had been 
reduced from 456 to 31 cases. Apparently he 
has added the figures for 1920 and 1921 together 
to get the 456 cases and compared that figure 


to 31 for 1922. The Illinois Central Railroad 


makes speed, as you see. The correct figures 
from the house-to-house canvass in 1921 showed 
267 cases, and our preliminary canvass in the 
first week in November showed 54 cases this 
year—in other words, one-fifth of the_number 
that had prevailed the previous year. Possibly, 
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if our friends from Alabama and South Carolina 
had not been so keen on checking up each other, 
Dr. Beach would not have escaped so easily. 

ur malaria control work has been possible 
only through the cooperation of the International 
Health Board, the United States Public Health 
Service, and the Lions’ Club at Carbondale. 

Referring to impounded waters for power pur- 
poses, is it intended to include power obtained 
from steam, in other words, boiler water? In 
Illinois we have not sufficient fall to our streams 
to produce water power, but we do have a large 
number of mines and factories that have water 
impounded for steam purposes, and these ponds 
are frequently mosquito breeders. 

Dr. F. F. Russell, International Health Board, 
New York, N. Y.—Of course, it is foolish to go 
on making demonstrations after you have proved 
what you are trying to prove. It is now time 
to apply the knowledge gained. That is the 
second stage. The third stage is when the 
farmer is doing his own work and is cleaning 
up his own area. It seems to me that that is 
important enough to call it the third stage— 
when the people become interested enough to do 
their own cleaning up and anti-mosquito work. 
The state board of health has a direct interest 
in the larger projects, where the work is so ex- 
tensive that no small community can do it, as 
when a state charters a drainage district. 

There is one other thing I would like to say, 
which is brought up particularly by Dr. Maxcy’s 
paper. That is, we are discussing in a general 
way two different things. We are discussing 
work on a broad scale for the prevention and 
control of malaria, and are, at the same time, 
discussing the very careful study of a limited 
area and a limited number of persons to find out 
exactly what the conditions are, with a view 
to using that knowledge in preparation for our 
wider control. 

The preliminary measure is a careful, con- 
scientious survey, and upon that you can go ahead 
and develop your larger plans. The first thing 
necessary is a careful survey, so that we can 
have accurate information, and only when we 
have that is it worth while to go ahead and do 
a big piece of work and spend a lot of money. 
If we are perfectly sound when we begin our 
work, we are bound to succeed. The work done 
by Dr. Maxcy is of interest. In different re- 
gions one has to use different methods, and in 
making a survey one can try the different meth- 
ods until one finds the one most suitable. 

Dr. Victor G. Heiser, International Health 
Board, New York, N. Y.—For the last three or 
four years I have had very little occasion to 

ow much about malaria in the United States. 
My interest has been largely centered in foreign 
countries, but of course there are problems com- 
mon to all countries. 

The thing we find of the greatest difficulty is 
the method of arriving at conclusions, and if we 
continue studies in the direction of ascertaining 
more satisfactorily the true incidence of malaria 
it will simplify the problem very considerably. 
There are advocates of the method of depending 
upon doctors’ calls, advocates of the parasite in- 
dex, advocates of the spleen index, etc. Last year I 
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attended a meeting in Java, during which one 
day was devoted to the question of how to make 
a proper spleen examination and the method to 
be used in recording the result. Some of the 
world’s greatest authorities were there, but as 
no agreement could be reached the question was 
heid over until another year. Therefore, it 
seems that if we can have more work of the kind 
done by Dr. Maxcy, it will be of great value. 


Dr. M. A. Barber, U. S. Public Health Service, 
Brewton, Ala.—It seems to me an_ interesting 
fact that the spleen rate in the southern United 
States, even in localities where malaria is rela- 
tively abundant, is so low, as compared with rates 
we are accustomed to find in the tropics. The 
relatively low spleen rate in the southern United 
States is possibly due to a greater use of quinin, 
better living conditions, or to some similar cause 
tending to reduce malaria morbidity. 

In our work we have found a house-to-house 
canvass useful in determining whether malaria 
is present to any great degree. All sick people, 
whatever the alleged disease, are sought out and 
blood specimens from them as well as from the 
healthy are examined for malaria parasites. The 
parasite rate thus obtained, while not, of course, 
representative of the whole population, is a use- 
ful index of the maximum rate obtaining at a 
given time. Possible yearly, as well as seasonal, 
variations must be taken into account whatever 
the method used in determining malaria preva- 
lence. 

Dr. Ennion G. Williams, State Health Officer, 
Richmond, Va.—So much has been said about the 
spleen index that I think it would be of value to 
have Dr. Bass tell us the other conditions in 
which the spleen is enlarged. 

Dr. Bass.—Leukemias, anemias, Hodgkins’ dis- 
ease, typhoid fever, paratyphoid, etc. 

Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—Is it not a fact that the dis- 
eases just mentioned can be easily differentiated 
from malaria by the average careful physician? 
Certainly, it seems to me, they should not be 
mistaken for malaria by a trained investigator 
who is making examinations for enlarged spleens 
due to malaria among school children in the 
Southern states. It is my understanding that 
kala azar is the one disease which the malaria 
writers stress as being easily confused with ma- 
laria, and, as we all know, kala azar is of ex- 
tremely rare occurrence in the United States. 


Dr. H. R. Carter, Assistant Surgeon-General, 
U.S.P.H.S., Washington, D. C.—What I do not 
know about the spleen index in America would 
fill a large volume. However, I must say this 
much. When we commenced, the reason why 
we tried to get an index for the measure of ma- 
laria was to determine the change in the amount 
of malaria as the result of control measures. We 
did not care to know how much malaria there 
was in 1913 in Roanoke Rapids, or in 1914, so 
long as our indices accurately showed the reduc- 
tion. If our index showed only one-tenth of the 
malaria, but the same for each year, a compari- 
son of the indices of the different years would 
give us an accurate knowledge of the diminution 
of malaria. In consultation with Dr, Rose and 
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von Ezdorf, in 1915, we accepted the number of 
physicians’ calls as the index that we would take 
for the International Health Board work. The 
physicians’ calls were to be counted the year 
they occurred. I understand recently that we 
have taken the physicians’ remembrance of his 
calls, and that is a different thing. Our plan 
was to get them to keep an account of their calls 
this year and also next year, and to have our 
man take account of them every month. 

The measures at that time available for de- 
termining the change of incidence of malaria 
were four: the spleen index, the blood index, the 
history index, and physicians’ calls. 

The small number of enlarged spleens found 
in proportion to infections—as determined by 
blood examinations—led us to reject the first, as 
any error in it would be too much magnified when 
it came to measure infections. 

The blood index has the advantage (as has 
the splenic) of being independent of any errors 
on the part of the patient. Taken by the same 
man, with equal care and at the same time of 
the year, one blood index should be proportion- 
ately as accurate, or as erroneous, as another 
and the ratio between them should then accu- 
rately show the ratio between infections at the 
dates taken. 

The history index is not considered accurate 
and yet two or more of them may be inaccurate 
near enough to the same degree for their com- 
parison to give us a fairly decent idea of the 
change of the malaria incidence. This is not 
claiming a great deal. There is one thing to 
note and to discount in estimating its value. 
The history must be taken at the same time of 
year and cover the same number of past months. 
This will probably result in forgetting the same 
proportion of light attacks in both histories. If, 
as has happened, the first history is taken in 
the spring—when the work is begun—and the 
second in the late fall—when it is over—quite 
certainly a smaller proportion of these attacks, 
being more recent, will be forgotten in the sec- 
ond history than in the first and the reduction 
will appear less than has occurred. In general, 
reliability is thrown away if one history is made 
to cover more than one malaria season. Yet this 
has been done. 

Why did we take physicians’ calls as our com- 
parative measure? As a measure, a measuring- 
rod, I mean, it confessedly varies more from the 
number of infections than the blood index. The 
same man may be seen in two attacks, or twice 
in the same attack if it be a severe one. 

In 1915, we wanted to measure the good done, 
that is the injury averted, by anopheles control 
against the cost of such control, and also to use 
a yard stick that was not too costly to obtain. 
Obviously, in the measure of the injury caused 
by malaria one should consider not only the 


number of infections (blood) or of cases (his- . 


tory) of malaria, but the number of attacks as 
well and, as far as may be, their severity. Surely 
if a man has five attacks he is more injured than 
if he had one. If the attack be severe enough 
to call a physician, it is, presumably, more inju- 
rious than one in which a physician is not called. 
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All three of these things, the number of infec. 
tions (or of cases), of attacks and of the severity 
of the attacks, are factors in determining the 
number of physicians’ calls. In addition, a3 
originally planned, our agent getting the ¢alls 
from the physicians’ books each month, the data 
obtained was fairly accurate and not costly. Un- 
derstand, I do not pretend that the physicians’ 
calls take complete, or even fairly complete and 
comparative, cognizance of the factors making 
up the injury caused by malaria, yet they do 
take cognizance of them and thus it may be 
measure this injury as well as, or better than, 
would the spleen, blood, or history indices, and 
are certainly easier to obtain. 

These last are obviously intended to compare 
the change in the number of individuals infected 
and do not pretend to take account of (1) the 
number of attacks per individual, or (2) the se- 
verity of such attacks, unless, indeed, numerous 
or severe attacks would be less apt to be for- 
gotten in, and hence omitted from, the history 
indices. 

This is the reason I urged this for a measure 
of the value of the work. 

While no one would pretend that the number 
of physicians’ calls is a measure of the malaria, 
yet, if you take the number before the anopheles 
work is done, and again after the anopheles work 
has been done, it will probably show approxi- 
mately the amount of injury that has _ been 
averted. You can compare the amount of seri- 
ous, injurious illness prior to the work and the 
amount of serious, injurious illness after the 
work. 

If one wishes to get the best and most accv- 
rate comparative measures of the amount of ma- 
laria, I think the blood indices are the best. 
They do not give you all, but will probably miss 
the same proportion the first year as later. They 
are independent of errors of patients. The only 
objection is that they are costly. 

While I think it may not be necessary to con- 
tinue the physicians’ visits index, I think at the 
time it was introduced it was the best index to 
the amount of injury that malaria was doing, 
and, therefore, the best estimate of the injury 
averted by anopheline control that we could de- 
vise. 


Dr. Maxcy (closing).—A question was raised 
as to other conditions that cause enlarged spleen 
in this country. For our purposes, syphilis, tu- 
berculosis and the splenic anemias are the condi- 
tions, besides malaria, which may give rise to 
enlarged spleen in children. 


From our experience so far I think we can say 
that a spleen rate of not more than 1 per cent 
among school children is without significance. 
As it increases above 1 per cent, it becomes more 
and more useful as an indicator of malaria. 
When it is above 4 per cent, it is certainly useful 
for comparative purposes. 

As to the question of the gentleman from IIli- 
nois relative to the value of a history rate ob- 
tained by house-to-house canvass, one has to bear 
in mind this fact: there is a large element of 
personal equation in any history rate depending 
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upon the individual asking the questions, the 
method of approach to the individual whom he 
is questioning, and the grade of intelligence of 
the population with whom he is dealing. If the 
same individual conducts the canvass in two suc- 
cessive years, using the same methods, the his- 
tory index is of much more value than if a dif- 
ferent individual had been employed each year. 
The greater the skill of the person in medical 
diagnosis, the more reliable the figure obtained 
will be. 

As to the physicians’ visits index, a recent 
experience is illuminative. When Dr. B. went 
to a certain town in Alabama to carry on re- 
search, he was told by the physicians practicing 
in that town that there was a great deal of ma- 
laria. He offered to examine blood smears taken 
from patients suspected of having malaria. Be- 
tween January and August about 135 slides on 
such suspected cases were examined. Only about 
6 per cent were positive after very careful ex- 
amination of thick smear preparations. Now, 
Dr. B. was educating those physicians. They 
found that a good many of the cases they had 
been calling malaria were not malaria. Next 
year thé number of visits which these physicians 
will charge up to malaria will be considerably 
smaller than that. If this is the index of 
control, it will show a remarkable drop, due to 
education. There are other errors which may be 
very annoying in using this index which need 
not be touched upon here. 

Dr. Griffitts—Did you use thick or thin 
smears? 

Dr. Maxcy.—A thick smear was made on one 
end of the slide and a thin one on the other for 
the work in Missouri. Later, for the work in 
Kentucky and Illinois, a “drag” smear was used, 
essentially a thick smear technic. 


“MAN-MADE” MALARIA* 


By H. R. Carter, M.D., 
Assistant Surgeon-General, U. S. Public 
Health Service, 
Washington, D. C. 


Early in the work for the control of ma- 
laria our methods were entirely for remov- 
ing such malaria-producing conditions as 
already existed. Very soon after that I 
saw that it was of very considerable, 
though not of so much importance, per- 
haps, to prevent the making of other con- 
ditions which would produce the anopheles 
and malaria. I found that there were quite 
4 number of projects carried on for com- 
mercial improvement which were imme- 


*Read before National Malaria Committee, 

, Sixteen nnual Meeting, Chattanooga, 
Tenn., Nov. 13-16, 1922. 
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diately producing malaria in malarial dis- 
tricts, the building of highways, the build- 
ing of railroads, the impounding of water 
for power, either for power direct or for 
hydro-electric power, etc. They were 
making a good deal of what Dr. Fricks has 
called ‘‘man-made” malaria. 


In the beginning of 1919, LePrince and 
I got the head man in Washington 
in charge of the good roads movement to 
put in certain specifications for the mak- 
ing of roads so that they would not make 
malaria. I have seen in Virginia, in Ar- 
kansas, and in other states roads that cost 
$5,000 and that would produce at least 
$1,500 worth of malaria. In 1919, specifi- 
cations were put in which would prevent 
that, and which would make them put in 
culverts low enough; prevent leaving un- 
drained borrow pits, etc. The specifica- 
tions are all right, but they are not car- 
ried out. I understand that the same 
thing has occurred in North Carolina and 
in Arkansas. 

LePrince and I took up the matter 
with the railroads during the War. We 
could do nothing with them when under 
private management. When they were 
handled by the Government, with McAdoo 
as supervisor, they agreed to the same 
specifications for new work. Whether or 
not they are carrying them out now I do 
not know. They did at Camp Meade and 
around the Quartermaster’s Terminal and 
the naval base at Hampton Roads during 
the War. They did good and non-expen- 
sive work at both places. 

As to drainage projects, some of you 
may remember the drainage done for 
Newport News. You would have supposed 
that a drainage project would prevent ma- 
laria and generally it does, but this one 
made it. There were perfect nests for 
breeding anopheles. 

When Secretary of this Committee, I 
wrote on the matter to all the state health 
authorities, because those things should 
be under the state health departments. I 
left the United States then, going to South 
America, and I do not know what has 
been done except in two states. I know 
that South Carolina and Alabama have en- 
forced legislation to prevent that class of 
—" caused by railroads and by public 
roads. 
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Impounded water is a very difficult thing 
to handle. I cannot go into the discussion 
of that now, for I do not believe that I 
am supposed to speak here all day. 


When you get a thousand horsepower 
from water power you have absolutely cre- 
ated it. You have made it out of nothing. 
During this fall I was in the states of 
North Carolina and South Carolina, and 
I think I can safely say that but for the 
water power furnished by the Catawba 
River five or maybe ten thousand em- 
ployes of cotton mills would have been out 
of work. I believe that we should do all 
we can to encourage the use of water for 
power, but at the same time we should do 
what we can to keep it from being a nui- 
sance. We can pay too much even for it. 
I believe that I have investigated more of 
these large ponds than any one else and 
have seen both the good and the harm that 
they have done. 


I think a railroad can be prevented from 
making any new malaria and at small cost. 
The same is true for highways. Drainage 
projects can, practically always, be con- 
structed so as to prevent more than they 
make, and I think that they generally do; 
but I do not believe that these large power 
plants can be made without making some 
malaria. I said a few years ago that the 
impounding of large bodies of water de- 
stroyed some malaria-breeding places and 
made others. The effect of impounding 
water depends upon three factors: (1) 
The proportion of anopheles production 
by the pond to that caused by it. (2) The 
location of the above productions. If it 
destroys breeding-places at a distance and 
causes others near residences, then it may 
increase the amount of malaria. Even a 
lessened production of the anopheles then 
may make—and sometimes does make— 
more malaria. (3) The changes in the 
biology of the mosquito. If impounding 
of water destroys the breeding places of 
a species that is not so injurious as the 
species for which it makes breeding places, 
even a lessened production may make 
more malaria. 


I know of two ponds that I am very 


sure have destroyed more malaria than 
they have made, and another has destroyed 
at least as much as it has made; and yet 
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all three have made, or increased, mala- 
ria in some places. 

General regulations for governing im- 
pounded waters are difficult to make, be- 
cause we do not yet know enough about 
it. LePrince, Griffitts and I worked 
on it for three years, but I cannot think 
that we have the matter in such shape 
that we can formulate general regulations 
for impounded waters yet. But we know 
enough, certainly, to reduce the amount 
of malaria caused by impounding water; 
to reduce it, say, by 60 per cent of what 
it would otherwise be, and that is gain- 
ing. The investigation is still going on. 
I myself recently have been over a project 
of the Southern Power Company not far 
from Charlotte, and for that area have 
formulated regulations which I believe 
will minimize malaria so far as econom- 
ically possible. I use the adverb advisedly 
because when you require a dollar’s worth 
of work and produce only eighty cents’ 
worth of good—or, what is the same 
thing, eliminate only eighty cents’ worth 
of injury—that is bad sanitation as well 
as bad business. But when you spend a 
dollar that will produce a dollar and a 
half’s worth of malaria control, that is 
good sanitation as well as good business. 


There is one thing about the making of 
ponds which I would like to say to the 
health officials here. We have _ investi- 
gated two ponds which are required by the 
United States engineers to be kept at a 
constant level. Nothing you can do to a 
pond with a constant level will prevent it 
from breeding mosquitoes. I suppose you 
might put a granite coping around it and 
sweep it regularly, but nothing else will 
do it. To my mind, when a pond is kept 
at a constant level nothing can be done 
but to move away from it or cut the dam. 


DISCUSSION 


Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—Early in 1919 Dr. Carter called 
the attention of the authorities in Washington 
to the importance of man-made malaria, that is, 
malaria due to the impounding of waters and to 
highway and railroad construction in regions at 
least potentially malarious. Dr. Carter stat 
at that time that he was not prepared to suggest 
regulations governing impounded waters, but 
suggestions relative to highway construction were 
prepared and sent to the Bureau of Public Roads 
and to all the health officers in the South. 
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When regulations for the administration of the 
Water Power Bill were being prepared at Wash- 
ington during the summer of 1920, the Federal 
Power Commission requested the Surgeon-Gen- 
eral of the Public Health Service to submit gen- 
eral regulations for the protection of the public 
health in connection with the development of 
these projects. It was felt that malaria and ty- 
phoid fever were the two diseases which should 
be considered in preparing these regulations, but 
that many of the new water power projects would 
be located in regions where neither of these 
diseases could easily become of serious sanitary 
importance. For these reasons it was necessary 
to draft the suggested health regulations on gen- 
eral lines and with minimum requirements in or- 
der that they might not interfere with the devel- 
opment of these projects instead of serving to 
protect the health of the people concerned as 
they were intended to serve. It is understood 
that the health regulations which were prepared 
and submitted to the Federal Power Commission 
have not been adopted and promulgated by the 
Commission. But this matter of regulating im- 
pounded water projects so that they will not be- 
come a menace to the health of the community 
in which they are located is becoming more and 
more important every day, as Dr. Carter pre- 
dicted it would. Within the past few months I 
have received numerous letters from the state 
health officers in the South requesting sugges- 
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tions from the Service for the regulating of im- 
pounded waters. In my judgment this matter 
should be given careful consideration by the 
health officers of the South and proper regula- 
tions should be prepared by each state health 
officer—not too stringent, else they will defeat 
the end we have in view by still further retarding 
the development of the water power in that state, _ 
but reasonable, practical regulations which will 
protect the health of the people during the tran- 
sitional period (two or three years) of the im- 
pounded water project. 


The United States Public Health Service has 
investigated impounded water projects located 
in the South in relation to malaria for several 
years and some of its most experienced field men 
have conducted these investigations, such as Dr. 
H. R. Carter, Mr. J. A. LePrince and Dr. T. H. 
D. Griffitts. I am sure, though, you will be glad 
to know that the Service has recently decided to 
conduct these investigations on a more perma- 
nent and continuous basis. Officers will be defi- 
nitely assigned to the study of impounded wa- 
ters in relation to malaria and will be continued 
on these studies probably for a considerable pe- 
riod of time in the expectation that we may be 
able to advise the state health officers of the 
South just what the dangers of increasing ma- 
laria by the impounding of waters really amount 
to and just what precaution should be taken in 
order to minimize these dangers. 
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RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 


ACUTE GANGRENOUS OR PERFO- 
RATIVE AND SUPPURATIVE 
RETROCECAL APPEN- 
DICITIS* 


By JABEZ N. JACKSON, M. D. 
Kansas City, Mo. 


I have chosen for discussion before you 
this morning the acute perforative or gan- 
grenous and suppurative affections of 
the appendix, and my remarks will be 
confined to this generally distinctive type. 
To it, Dr. Deaver is said, some years ago, 
to have given the designation, “the bad 
appendix.” Our early experience fully 
confirmed this designation through a 
distressingly high mortality rate. The 
observation, however, of certain facts in 
the history of these cases, with certain 
changes in our surgical technic, have 
given us satisfactory improvement in our 
results, that we deem possibly worthy of 
consideration. 


The retrocecal appendix is of particu- 
lar interest for several reasons: 

(1) Because this anatomical position 
of the appendix is more common than is 
usually appreciated, and in this position, 
owing to certain anatomical features, it 
seems particularily prone to infections of 
the type under discussion. 


(2) In this position the routes of exten- 
sion of infection and the ensuing path- 
ologic sequelae are quite different from 
— in the more normal anatomic posi- 
ion. 


(3) With these changed pathologic ex- 
tensions the symptoms are so different 
that to one not familiar or carefully ob- 
servant the diagnosis may be overlooked 
or mistaken, with consequent unwar- 
ranted delay or neglect in the application 
of proper surgical measures; and 


*Read in Section on Surgery, Southern Med- 
ical Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 


OBSTETRICAL AND UROLOGICAL 


(4) The surgical measures applied re- 
quire certain modifications to meet the 
conditions present. 


According to anatomists, the appendix 
is found in the retrocecal position in 20 
per cent of individuals. In the general or 
normal type, the appendix arising from 
the base of the cecum passes more or less 
downward and toward the midline of the 
body. It communicates thus with the gen- 
eral peritoneal cavity. The designation 
retrocecal, on the other hand, is given to 
those appendices which from the base of 
the cecum pass upward and backward to 
the outer side of or behind the cecum and 
ascending colon. This type is, therefore, 
confined to the lateral peritoneal fossa, 
outside the colon, and extends upward to- 
ward the kidney and liver. 


ANATOMICAL VARIETIES 


In our experiences we have observed 
four distinct anatomical varieties of the 
retrocecal appendix: 


(1) The simplest form presents the 
usual mesentery and only differs from 
the normal in its position and course. 

(2) A second variety passes upward, 
outside the colon beneath the peritoneum 
of the lateral iliac or lumbar fossa. It is 
without mesentery and is often, in fact, 
really retroperitoneal, its anterior half 
alone invested by peritoneum. Curiously, 
however, it is usually free at its tip above 
and there completely invested with per- 
itoneum. 

(3) The third type passes upward 
along the lateral wall of the cecum and 
colon, and its peritoneal covering is that 
of the colon wall. The half lying in con- 
tact with the gut wall likewise has no 
peritoneal investment. In this type we 
can readily see how an abscess may rup- 
ture into the gut and thus spontaneously 
evacuate and cure itself. 

(4) Finally, there is a fourth variety, 
quite rare. In this instance the appendix 
passes upward directly beneath the cecum 
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and ascending colon between the lay- 
ers of the meso-colon, and is thus a true 
retroperitoneal appendix. 


PATHOLOGICAL SEQUENCE 


Practically speaking, there may _ be 
roughly considered to be two stages in the 
pathologic development of acute appendi- 
citis: 

(1) The stage’in which the infection is 
confined to the appendix itself. 

(2) The stage in which the infection 
preaks through the gut wall and is ex- 
tended to surrounding structures, the per- 
itoneum generally, or in certain instances 
the cellular tissues, or in rarer instances 
into the blood stream, particularly the 
veins. 

In the first stage, the course of the 
disease is the same regardless of the po- 
sition of the appendix. In this stage an 
excision of the appendix removes the en- 
tire focus of disease and a quick recovery 
is expected, with practically no mortality. 
Hence, there is the urgency of early diag- 
nosis and early operation. 

In the second stage come changes, par- 
ticularly in the ensuing peritonitis and 
its extensions. In the normal type of 
appendix the general peritoneum is more 
or less exposed and its diffusion is the 
element of chief importance. 


In the retrocecal appendix the peritoni- 
tis is primarily extended to the lateral or 
lumbar peritoneal fossa and is usually 
early confined by adhesions to this space 
outside the colon, which rather effect- 
ually shuts it off from the general perito- 
neum on the inner side of the colon. Its 
extension is henceforth upward to the 
outside of the colon toward the kidney 
and the under and posterior aspect of the 
liver, In occasional instances, when the 
infection reaches the hepatic flexure of 
the colon, it may pass forward beneath the 
liver toward the gall-bladder and an ensu- 
ing sub-hepatic abscess may develop. This 
may be mistaken for an empyema of the 
gall-bladder, or its extension. 

More commonly the extension is up- 
ward between the diaphragm and the up- 
per surface of the liver and there is a re- 
sultant sub-phrenic abscess. From this 
focus the infection may perforate the dia- 
phragm and, involving the pleura, pro- 


duce either a general or a localized empy- 
ema. Or in case of adhesion of visceral 
and diaphragmatic pleura, the abscess 
may enter the lung substance and produce 
a lung abscess, or break into a large 
bronchus and be coughed up. In our early 
experience we had one case of this type 
in which a large abscess broke suddenly 
into a bronchus, was coughed up and, 
inspired into the opposite lung, literally 
caused death by drowning the patient 
through his draining abscess. A second 
case of drainage through the bronchus 
ewas thereby apparently relieved and 
finally recovered. 


Beside these peritoneal extensions, we 
have also to consider the extensions 
through the cellular tissue. This route 
of extension may occur either directly 
from a perforation of the retroperitoneal 
portion of the appendix in either type 
two or type four, or secondly from adhe- 
sion and necrosis with perforation of the 
posterior parietal peritoneum. We had 
two of these cases in which a bulging 
abscess presented behind the crest of the 
ileum and required simple incision and 
drainage with recovery. One other case 
was observed in which the infection pen- 
etrated the posterior muscular parietes, 
reaching the subcutaneous fatty tissues, 
with extensive cellulitis and abscess be- 
neath the skin of the whole lumbar region 
and extended down over the buttocks and 
in the thigh, almost to the knee. This 
case died of septicemia, despite multiple 
incisions and drains. 


One other case of retroperitoneal ab- 
scess we observed which was opened by a 
free lumbar incision. The perinephritic 
fat was destroyed and the kidney floated 
out of the wound. This case was opera- 
ted upon in the country. Later the pa- 
tient died and an autopsy was made. 
This revealed a further retroperitoneal 
extension across the spine to the opposite 
lumbar fossa, which presented another 
large abscess. 

In the fourth type, the extension of in- 
fection is prone to enter the psoas muscle 


with more or less extensive destruction. ~ 


The infection in this location is intimately 
associated with the origin of the meso- 
colonic veins and a septic thrombophle- 
bitis occurs. Through this route the liver 
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is reached, with resultant liver abscess, 
generally multiple. Two such cases we 
have seen clinically and later observed at 
autopsy. In each case a gangrenous appen- 
dix of the fourth type was found. Like- 
wise necrosis, in one case quite extensive 
and in the other localized, was found in 
the substance of the psoas muscle. In 
one, millions of small infarcts with early 
abscesses of the liver were the sequence. 
In the other, more advanced, two very 
large abscesses were found, one in each 
lobe. A third case of liver abscess, follow- 
ing this sequence, we were fortunate 
enough to localize, find solitary, drain and 
cure. 


All of these varied complications were 
seen in our earlier experiences. They 
represent largely failure in early diagno- 
sis with consequent neglect in operation. 
In part, however, they followed, we now 
believe, inefficient surgical treatment. 
In the past ten years these complications 
have not been seen. 


SYMPTOMS AND DIAGNOSIS 


In the interpretation of symptoms and 
in the correct diagnosis of these cases we 
believe that again our gross division of 
acute appendicitis into two distinct stages 
is helpful. The symptoms in the first 
stage are distinctive and are the same re- 
gardless of the position of the appendix 
and only varied by the intensity of the 
infection. These symptoms may be fur- 
ther differentiated into (1) the constitu- 
tional, or symptoms of infection in gen- 
eral; and (2) the special or local symp- 
toms which point the way to the identifi- 
cation of the focus of infection. 


(1) The constitutional symptoms are 
mainly elevation of temperature and pulse, 
general depression and blood changes, 
in these acute cases, represented by 
the leucocyte count. They are chiefly 
important (a) in proving that we have 
an infection process to deal with and not, 
for example, a simple colic; and (b) to 
indicate in some measures, at least, the 
intensity of the infection which may in- 
form or warn us of the probable course 
and termination. 

(2) The local symptoms call for close 
observation in the diagnosis of the retro- 
cecal or other position of the appendix. 
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The initial local symptoms of any acute 
appendicitis are gastric and epigastric as 
a rule: rather sudden onset of rather ge. 
vere pain usually referred to the stomach 
or at least the upper abdomina! region; 
more or less vomiting, sometimes persist- 
ent and severe. These with the infec- 
tious symptoms mentioned, constitute the 
characteristic onset of acute appendicitis 
and may be the only symptoms of the first 
stage. 


The second stage, as we have noted, 
marks particularly the extens‘on to the 
peritoneum and consequent peritonitis. 
With the approach of this stage there is 
commonly a group of symptoms indica- 
tive of peritoneal irritation or congestion 
which precedes actual peritoneal involve- 
ment and infection. This is marked by a 
more or less widespread pain in the lower 
half of the abdomen, with possibly some 
lessening of epigastric pain and gastric 
symptoms. With this pain and indicative 
of parietal peritoneal reaction is the ap- 
pearance of general tenderness on pres- 
sure and abdominal rigidity. Thus far 
our pathologic processes and _ clinical 
symptoms are identical. From now on, 
with the onset of the true second stage, 
our extensions and our symptoms lead to 
divergence in the two types. The normal 
appendix, as we have indicated, communi- 
cates rather freely with the general peri- 
toneum, including the parietal perito- 
neum, and in this type, owing to parietal 
peritonitis, the general abdom'‘nal pain, 
tenderness and rigidity persist until 
localization occurs, when they are prone 
to settle down as watchdogs over the local 
focus of infection underlying. 


With the retrocecal appendix, the en- 
suing peritonitis is usually quite restrict- 
ed and is quickly covered by adhesions of 
the cecum and colon to the lateral parie- 
tal wall. The general parietal perito- 
neum is thus not involved, except for a 
brief period. The signs of abdominal 
pain, tenderness and rectus rigidity may 
and do, therefore, quickly d'sappear. And 
on pressure on the anterior abdominal 
wall over the region of the appendix we 
will find little or no rigidity and little or 
no tenderness under pressure. Even deep 
pressure may elicit no tenderness. The 
cushion of gas in a probably distended 
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cecum prevents the pressure from reach- 
ing the infected and inflamed peritoneum 
sheltered beneath it. 

When the appendix communicates with 
the general peritoneum, we can ordina- 
rily later find when the peritonitis local- 
izes, a tumor, partly the expression of a 
local abscess forming, sometimes the re- 
sult of infiltration and edematous thick- 
ening of all the structures involved in the 
localization, parietes peritoneum, intes- 
tines, omentum, etc. 

These similar processes which occur 
about the retrocecal appendix, however, 
are masked largely by the overlying 
colon. Sometimes a suggestion of full- 
ness can be detected on careful palpation 
well outside the colon and toward the 
back. Sometimes nothing can be felt even 
under anesthesia. If, however, one will 
make deep pressure with the fingers 
above the crest of the ileum posteriorly 
and in the lumbar fossa one may elicit a 
very distinct, often severe, tenderness, 
totally unsuspected by the patient before 
search. The posterior tenderness on pres- 
sure is a valuable diagnostic sign when 
taken in connection with a proper ante- 
cedent history. 

In the absence noted or in the rapid sub- 
sidence of the commoner symptoms, 
which are really those of peritonitis, the 
medical man is ofttimes much upset in 
his diagnosis. The signs of general in- 
fection (fever, leucocytosis and pulse dis- 
turbance) will still persist, but now often 
only confuse the diagonsis. Often a phy- 
sician brings in a case with about the fol- 
lowing remarks: 

“Doctor, when I first saw this patient, I 
thought he had appendicitis. But in a couple 
of days all the symptoms of appendicitis were 
gone, His fever kept up, however, and I then 
thought he probably had typhoid fever. How- 
ever, the course has not been that of typhoid 
fever and now’I do not know just what is the 
matter, so I have brought him to you.” 

The proper diagnosis will require (1) 
an accurate detailed elicitation of the 
symptoms of the first twenty-four to for- 
ty-eight hours, which are of paramount 
Importance; (2) an appreciation of the 
fact that the later signs of appendicitis 
are chiefly those of peritonitis, and that 
in the retrocecal appendix this peritonitis 
18 confined to the limited space outside of 
and largely behind the cecum and colon; 
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(3) the evidence of continued infection; 
and (4) the slight stiffness and the dis- 
tinct tenderness on pressure above the 
crest of the ileum in the lumbar region. 


TREATMENT 


The treatment of retrocecal appendicitis 
as of appendicitis anywhere is surgical. 
Early diagnosis and early operation is of 
course indicated here as elsewhere. But 
we are not in this discussion considering 
cases reached by the surgeon at this happy 
stage. We are here concerned only with 
those which have passed on to gangrene 
or perforation with attendant suppuration 
and abscess formation. As a rule these, 
like others, are operated upon as soon as 
they come under observation. There is 
not here, however, the same acute danger 
as where general peritonitis is a threat. 
In certain types, therefore, we take time 
to load the patient up with glucose and 
bicarbonate of soda, by proctoclysis and 
hypodermoclysis to develop an alkaline 
reserve, wash out the stomach (by lavage) 
and colon (with enemata alone) to get rid 
of gas and lessen the dangers of post-op- 
erative intestinal paresis. We thus may 
convert an apparently very sick patient 
presenting great surgical risks into one 
able to meet his ordeal readily. This de- 
lay does not mean more, as a rule, than 
twenty-four hours. 


INCISION 


We have found the McBurney incision 
to give us the best access to these appen- 
dices. Usually it requires extension by a 
free incision of the muscles backward to 
give adequate exposure, particularly if 
the appendix runs up high toward the 
liver. The straight outer rectus incision 
throws us too far to the inside of these 
appendices and exposes the general peri- 
toneum to infection. After free incision 
we find ourselves in the free peritoneal 
cavity with no adhesions to the inner side. 
Before attempting to enter the abscess 
the general cavity is thoroughly protected 
by hot moist gauze packs placed over to 
the inner side of the colon throughout the ~ 
length of the wound. Then with the in- 
dex finger hugging the lateral parietal 
wall we bear down between it and the 
colon or cecum and thus reach readily the 
abscess. Mopping out the pus cleanly, all 
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adhesions to the lateral parietal wall are 
freely separated and the colon is thus mo- 
bilized from the lower end of the cecum 
upward as far as necessary. We are thus 
able to see pretty well the field of involve- 
ment. In all cases we aim to get the ap- 
pendix and remove it in toto. We can 
usually find some normal appendicular 
structure, either at the base or at the tip, 
from which known structure we begin our 
enucleation. 

In only a few instances is there com- 
plete gangrene without recognizable 
structure of an appendix left. Sometimes 
the surrounding tissues are so infiltrated, 
thick and hard that recognition of the ap- 
pendix is difficult. But somewhere, if our 
exposure is adequate, we will find recog- 
nizable ground for a start. Vessels are 
clamped as developed. When the appen- 
dix runs along the colon wall (as in Type 
3) great care is required to avoid a tear 
into the gut. 


After freeing the remnants of the ap- 
pendix we endeavor to find a healthy base 
for ligation in order to obviate the chance 
of a subsequent fistula. For similar rea- 
sons the raw area and the stump are cov- 
ered as completely as possible by sutures 
extending into normal peritoneum on 
either side. The colon will tolerate con- 
siderable infolding and with experience 
it is rather remarkable how complete a 
peritoneal covering of extensive raw sur- 
faces can be obtained. 


The next step constitutes the one which 
in our experience has spelled the differ- 
ence between high and low mortality. 
This is that of proper drainage. With 
the body in the horizontal position there 
is quite a basin above the crest of the 
ileum in the lumbar fossa. A drain passed 
simply down to the base of the appendix 
does not reach and drain this basin. In 
one of our early cases, drained through 
the anterior wound in the usual way and 
drained apparently well, we found our pa- 
tient still maintaining a septic course. 
After a morning dressing with supposedly 
careful cleaning under irrigation, in reach- 
ing under the loin to lift the patient for 
removal of a Kelly pad we, to our sur- 
prise, pressed out thus over a half pint 
of pus retained behind in this basin. This 
led us to make a free lumbar stab and in- 


troduce a large rubber tube of one inch 
diameter for drainage of this area. 


With the finger, through the anterior 
incision, we can locate this lowest spot 
above the crest of the ileum and then stab 
through a counter wound adequate for the 
tube drain. With a pair of forceps passed 
from behind into the cavity and out 
through the anterior wound, the large tube 
is seized and drawn through until its in- 
ner end is left just above, flush with the 
peritoneum of the fossa. It should not 
project too far inside lest it press against 
the gut and by pressure necros's induce a 
fistula. After placing drain properly it 
is fixed by a suture of silkworm gut. This 
simple experience revolutionized our re- 
sults. Many of the disasters mentioned 
earlier in our discussion had followed op- 
eration as then done and our mortality 
had been over 25 per cent. Since the rou- 
tine introduction of this method of drain- 
age it has been reduced to almost nothing. 
In looking up the results in one of our 
services for the last five years we find, in 
this one series alone, sixty-seven cases of 
this type with but one death. This death 
was from nephritis in a case brought in 
from the country and operated upon at 
once to accommodate the family doctor, 
who wanted to get home on the next train. 
This is the only death we can recall in our 
five years’ consecutive experience. Most 
of our disasters were before our knowl- 
edge or use of the Fowler position. Per- 
haps this position alone might improve 
ordinary results, but we do not believe so 
to the extent we have secured by such 
drainage with the ordinary recumbent 
position. It is the point in technic, there- 
fore, upon which we wish to lay stress. 


After installation of lumbar tubular 
drain, a cigarette drain is introduced at 
the lower end of the incision down near 
the apex of the cecum. When the per- 
foration takes place at the base of the 
appendix, which is at the crest of the 
drainage divide between the lumbar basin 
behind and the pelvic basin below, it 1s 
well to recognize that some of the leak 
may spread also into the pelvis. In this 
instance, after cleaning out the pus In the 
pelvis, the cigarette drain is carr’ed down 
to the floor of the pelvis. The remainder 
of the incision down to the drain is then 
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sutured in layers, muscle aponeurosis and 
skin. 

Finally it is of value to remember that 
during our operative manipulations the 
parietal wound has been exposed to con- 
siderable infection and that necrosis of fat 
and fascia are frequent. To lessen the 
extension of such infection and thus to 
save the integrity of our abdominal wall, 
we order the immediate institution of 
continuous hot fomentations applied di- 
rectly to the wound. Moist heat increases 
exudation, lessens absorption and enables 
us to lessen and in some instances en- 
tirely to avoid extending infection and 
fascial necrosis. It thus shortens conva- 
lescence and lessens liability to weak walls 
and subsequent hernia. 


DISCUSSION 


Dr. Richard A. Barr, Nashville, Tenn.—I fully 
agree with Dr. Jackson except on one point. He 
did not say so definitely, but I inferred that he 
rather inclines toward drainage of the peri- 
toneum. My idea of the difficulty in this retro- 
cecal type of case is that you so frequently have 
a retroperitoneal infection, for even where the 
appendix is not primarily retroperitoneal, in get- 
ting at the appendix for removal you open into 
the cellular tissue. In the case of the appendix 
that has a definite mesentery, though it lies to 
the outer side of the colon, it can be removed 
without any injury to the posterior parietal peri- 
toneum and the post-peritoneal cellular tissue is 
not subjected to infection. If the appendix is 
intraperitoneal and can be removed without open- 
ing into post-peritoneal tissue it is not my cus- 
tom to use any drainage at all. I do not attempt 
to drain the peritoneum unless I have an un- 
closed perforation, or unless I anticipate one, 
but always in these post-peritoneal infections I 
do put in drainage, and put it in as does Dr. 
Jackson. If I am able to recognize a retroperi- 
toneal abscess I open it posteriorly for drainage 
purposes only. If I am unable positively to 
Tecognize retroperitoneal involvement, I open an- 
teriorly. The trouble with anterior drainage is 
that the posterior parietal peritoneum drops to- 
gether after the operation and you drain in front 
of that while your retroperitoneal infection con- 
tinues. If you are careful about putting in 
drainage from the front, and see that it extends 
into the retroperitoneal space, it will be satis- 
factory. The lumbar drain that does not have 
to drain across the peritoneum anteriorly is the 
proper one. Dr. Jackson did not say whether he 
put in an anterior drain in addition to the lumbar 
stab. I personally put in the posterior drain and 
close anteriorly throughout. Some of the wounds 

eal primarily and some develop infection, though 

feel sure that this is less common and the in- 


“ne less severe than when an anterior drain 
used, 
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Dr. Stuart McGuire, Richmond, Va.—I am 
glad to hear a discussion of appendicitis again 
on the floor of a surgical meeting. Time was 
when it occupied a frequent place on our pro- 
grams, but recently we have treated the disease 
like a poor relation, although the fact is it gives 
us a large proportion of our income. Appendi- 
citis is as frequent as it ever was, and the mor- 
tality is higher than most of us realize. Some 
surgeons operating under favorable conditions 
are able to report large series of cases with mar- 
velously few deaths, but an examination of all 
available reports of hospitals in the United States 
shows that today the mortality is 10 per cent. 
This is not of the acute cases, but of the acute 
and chronic as well. 

There is no longer any question of whether to 
operate for appendicitis or when to operate for 
appendicitis; but there is room for discussion of 
how to operate for appendicitis, because the 
method employed depends upon the nature of 
the case. Dr. Jackson has called our attention to 
a common and very fatal type. I divide cases 
of appendicitis into four groups and try to assign 
a patient to one of these groups before I operate: 
first, chronic appendicitis; second, acute appendi- 
citis; third, acute appendicitis with diffuse peri- 
tonitis; and last, appendicitis with localized ab- 
scess. An abscess the result of appendicitis in 
some instances is adherent to the abdominal wall 
and may be opened and drained without going 
into the peritoneal cavity. The kind described 
by Dr. Jackson, however, is behind the peritoneum 
and can only be reached by opening the peri- 
toneal cavity. This type gives us a large mor- 
tality, not, as the Doctor said from peritonitis, 
but from septicemia. My plan has been to wall 
off with gauze, separate the cecum and open the 
abscess, remove the gangrenous appendix, sponge 
out the pus and drain anteriorly (gauze and rub- 
ber tissue). Drainage is the keynote of success 
and the effectiveness of the drainage determines 
the fate of the patient. I realize that in an up- 
hill fight we need a down-hill drain, and Dr. Jack- 
son’s suggestion of using a tube _ introduced 
through the loin is based upon sound principles. 
T have never practiced the method, but shall bear 
it in mind when I have such cases to deal with 
in the future. 


Dr. Francis LeS. Reder, St. Louis, Mo.—One 
fact the Doctor did not mention, and it is not 
mentioned very often in connection with retro- 
cecal cases in this type of lesion: we mean those 
cases that have not the help of the peritoneum, 
the patient’s greatest asset during an attack 
of appendicitis, and that is the attack upon 
the abscess through the rectum. I assume on 
account of the mention of drainage that we have 
to deal with pus. In operating upon these cases, 
as Dr. McGuire has said, we should spare~ 
the abdominal cavity. Opening with drainage 
through the rectum, provided your examining 
finger is sufficiently educated to detect swelling 
and fluctuation, will give 50 per cent of suc- 
cess. When recovery has taken p'ac2 and the 
subsequent removal of the appendix, i. e., what 
is left of the appendix, is deemed advisable, it 
can be done in the usual way. 


1993 
nch 
rior | 
pot a 
‘tab 
the 
sed 4 
out 
ube a 
he 
the : 
not 
inst a 
ea 
it | 
‘his 
re- 
ned 
op- 
lity 4 
ain- 
ing. g 
our 
, in 
3 of § 
ath 
in 
tor, | 
ain. 4 
our 
Tost 
ywl- 
Per- 
rove 
e 4 
such 
pent 4 
ere- 
ular 4 
d at 
near 
per- 
the 
the 
asin 
it is | 
leak q 
this 
the 
lown 
nder 4 
then 


288 


In speaking of the peculiar conditions that may 
arise through appendix lesions, let me cite one 
case in which a patient nearly died through my 
carelessness, not my ignorance. It was a retro- 
cecal appendix lesion with an abundance of choc- 
olate colored fluid in the abdominal cavity. The 
Kocher incision was made—as a_ precautionary 
measure a suprapubic opening for drainage was 
also made. On the fifth day the right epididymis 
began to swell and caused great pain. I looked 
for a venereal lesion, which was not there. It 
was found, however, that the pus had burrowed 
along the cord into the scrotum, infecting the 
cellular structures and producing a large abscess 
in the scrotum. 

Another form of pus burrowing reveals the 
infection near the hip joint. This usually hap- 
pens when a patient is thought to be convalesc- 
ing. These are the cases that are not infre- 
quently diagnosed as “hip joint” troubles. 

I cannot impress upon you too forcibly the de- 
sirability of keeping this subject of appendicitis 
actively before you. It is one of the most frequent 
forms of disability we have and the mortality is 
still much too high. 

Dr. R. M. Harbin, Rome, Ga.—We all know 
that the postcecal type is the bugbear in operat- 
ing for appendicitis and the difficulty of diagnosis 
is a great handicap. I am glad Dr. Jackson 
stressed the first twelve hours of the history, for 
we slip on that failure so often. 

There is only one point that I wish to bring 
out, and that is the diagnosis of this type of 
case. We do not have the local tenderness and 
in the presence of positive urinary findings the 
diagnosis is much more confused. There may be 
the retrocecal appendicitis plus pus in the urine 
and other urinary findings and then one must 
be on the alert to make the distinction, as there 
may be a coincidence of these two pathological 
conditions. Three points in the diagnosis always 
help even in the presence of positive urinary 
findings. First, the initial nausea, and second 
is the retraction of the thigh, which points to a 
septic inflammation about the muscle, and the 
third point is the increasing leucocytosis. 


Dr. James T. Wolfe, Washington, D. C—How 
many times have I seen men use a large cigarette 
drain, pull it out and plug in another for twenty- 
four hours. Only after its removal will pus dis- 
charge and then they plug up the incision again. 
It has been my practice to use a large rubber 
tube, nearly an inch in diameter, and also to 
have eyelets in the lower end of the tube. It is 
this type of case that has caused me to discard 
the gridiron incision entirely in appendicitis. 
The right rectus incision gives an opportunity 
for better approach. The gridiron incision will 
give more post-operative hernias than the right 
rectus in pus cases because we have in the right 
rectus a muscle that is highly resistant to infec- 
tion, whereas fascia has low resistance due to 
poor blood supply. It has been my practice, if I 
find the omentum adherent, to work to the outer 
side of the colon, tracing down to the appendix, 
and if I find it retrocecal, I have not invaded the 
peritoneal cavity because it is walled off. I drain 
through the right rectus. Another feature is 


SOUTHERN MEDICAL JOURNAL 


April 1923 


that you can drain more effectively 
the patient on the right side. 


Dr. Jere Crook, Jackson, Tenn.—If we have 
the symptoms referred to, especially the rigidity 
with the effort of the upper peritoneum to come 
to the rescue, it means that we have peritonitis, 
That feature appealed to me especially. Another 
point is that with right rectus rigidity I make 
the incision low down near the iliac bone and use 
the gridiron incision about one inch from the 
bone. If you make the low incision you have ac- 
cess to the cavity you are trying to drain. If we 
put in a tube, cutting out a U-shaped section, and 
put that down underneath the colon, it is possible 
to get all the drainage needed in every instance. 
I do not use a cigarette drain in pus cases, as it 
serves simply to retain the pus instead of evac- 
uating it. 


Dr. Jackson (closing).—I am not talking about 
early diagnosis in these cases. These are all 
cases that came in after suppuration and gan- 
grene had taken place. However, if we will re- 
call some of these facts presented it may be 
possible to get an early diagnosis. If you under- 
stand this there are certain things that are char- 
acteristic. We must keep in ‘mind the various 
pathological sequences that may ensue, for they 
are not all the same. These are all drainage 
cases and this must be remembered. You may 
say that this simple point of drainage does not 
amount to much, but it reduced my mortality to 
nil from 50 per cent. I have no more fear over 
a retrocecal appendix today than over a clean 
abdominal case. 


Incidentally, I wish to say that in all cases I 
take the appendix out. I never simply open and 
drain an abscess, for if I do I leave an old in- 
fected organ that may give rise to secondary in- 
fection. In one case in which the appendix was 
not removed there was an abscess which sprea 
over to the opposite side and the patient died. 


In type three, where the appendix runs right 
along the side of the gut, in taking it out you 
are digging into the intestinal wall and it is 
easy to tear the colon wide open unless you are 
careful. If you put a drain down somewhere 
near the bottom of the infection you will get a 
fecal fistula. I put the drain in the back and 
do not let it stick up at all, and then I make 
no other drainage and there is no contact with 
this mass of infected tissue and we never know 
what a fecal fistula is. I think, as Dr. Crook 
said, that we get better drainage if we make 
the McBurney pretty well out. It makes no dif- 
ference if you cut the muscle, for you get more 
space. I have seen cases where the appendix ran 
clear up between the liver and the diaphragm, 
but if you get it out and put drainage in the 
cavity you will have no trouble. The spreading 
celiulitis that the Doctor mentioned as occur- 
ring along the fissure is prevented by this pos- 
terior drain. I think you get less of that as 
you go farther out. The outer side is a well 
vascularized muscle and not nearly so liable to 
slough. 
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TRANSFERENCE OF THE CREST OF 
THE ILIUM FOR FLEXION CON- 
TRACTURE OF THE HIP* 


By WILLIS C. CAMPBELL, M.D., 
Memphis, Tenn. 


Flexion contracture of the hip joint, if 
above 60 degrees, renders the extremity 
practically useless, and when both limbs 
are affected the individual becomes a quad- 
ruped, as walking in an upright position 
is impossible. Lordosis may compensate 
for 45 degrees flexion, but causes a continu- 
ous strain on the spinal structures, and the 
entire skeletal system is out of balance. 
This deformity may occur through various 
etiological factors, but infantile paralysis 
is more frequently the cause. In the foot, 
ankle, knee and other parts prevention of 
deformity has, for many years, been ur- 
gently advocated and strictly carried out 
by the orthopedic surgeons, but such meas- 
ures are enforced with difficulty in the hip 
joint. When the affected child or adult lies 
in bed during the acute stage the flexed 
position of the knees and hips is more com- 
fortable and may actually relieve pain. 
The hips, by gravity, become abducted. If 
there is a loss of muscle balance by paraly- 
sis of the adductors and extensor muscles 
of the hip, the active flexors and abductors 
are gradually contracted until the posi- 
tion becomes fixed. Any mechanical or 
surgical procedure to correct must take 
into consideration both factors, flexion and 
abduction. 


Subcutaneous tenotomies and fascioto- 


mies for flexion deformities of the hip 
joint are most unscientific and haphazard. 
Structures are blindly severed, and later, 
torn and traumatized, when the hip is forc- 
ibly extended, the space between the sev- 
ered surfaces is filled with blood clots 
which later organize into fibrous tissue, 
renowned for subsequent contracture. The 
object of these measures is rarely accom- 
plished. The deformity is not over-cor- 
rected, which factor is essential for per- 
manent success in the management of all 
deformities. Relapse to some extent oc- 
curs as soon as walking and sitting is per- 


*Read in Section on Bone and Joint Surgery, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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mitted, which positions are obviously con- 
ducive to recurrence. 


Dr. Robert Soutter, of Boston, has de- 
scribed an excellent reconstructive opera- 
tion, along anatomical lines, for flexion de- 
formities of the hip, the essential points of 
which are as follows: 


(1) An incision is made parallel to the 
line of the femur, one and one-half inches 
posterior to the anterior superior spine, 
ga two inches below and two inches 
above. 


(2) The tough fibers of fascia lata, ex- 
tending from the top of the trochanter to 
the anterior superior spine, are severed. 

(3) The anterior superior spine is ex- 
posed, an osteotome strips the periosteum 
from this structure, peeling it away from 
the crest, extending two inches backward 
to the inner and outer side. The perios- 
teum, with muscles attached to the ante- 
rior spine, is removed downward to below 
the anterior inferior spine. 

(4) The hip is hyper-extended and held 
in this position by plaster or apparatus. 


This method is a decided advance when 
compared with any employed in the past 
and we have had many gratifying results, 
but have frequently been unable to reduce 
abduction. Usually the hip can be extend- 
ed, but not with the limb parallel with its 
fellow of the opposite side, which is due 
to a shortening of the abductors. This 
problem we have combated by a modifica- 
tion of and an addition to the Soutter op- 
eration, which is of enough advantage to 
warrant description. We have in our rou- 
tine used this technic for the past two 
years, during the last nine months, since 
January, 1922, in over 30 cases. The re- 
sults have been 100 per cent successful and 
especially valuable in quadrupeds from in- 
fantile paralysis, frequently seen in the 
South. Many of our cases are from rural 
districts where the prevention of deform- 
ity is not so well carried out as in more 
densely populated areas, and where the 
physician has more ready access to his 
chronic patients. We have found the pro- 
cedure not alone of value in contractions 
of infantile paralysis, but also in infec- 
tious arthritis, hemiplegia, spastic paraly- 
sis and congenital dislocation of the hip in 
older children, when abduction could not 
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be relieved, thus avoiding osteotomy. Our 
technic is as follows: 

The skin is incised along the anterior 
one-half or two-thirds of the crest of the 
ilium to the anterior superior spine and 
then downward to the outer aspect of the 


Fig. 1.—Skin incision. 


rectus muscles for about two or four 
inches, a typical Sprengel approach to the 
hip, recently advocated by Smith-Peter- 
son. The superficial and deep fascia is in- 
cised to the crest and anterior superior 
spine. With a sharp osteotome the ante- 


Fig. 2.—Gluteal muscles with small portion of crest of 
ilium being detached. 

rior superior spine is removed. The outer 

one-fourth of the crest is chiseled through, 

from before backward, or the anterior 

two-thirds, or the entire crest, as the occa- 

sion demands, after which a heavy osteo- 
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tome peels the entire mass, subperiosteally 
downward to the rim of the acetabulum, 
above which a tract of bone is denuded 
about one inch in diameter and paralle| 
with the crest of the ilium. The raw sur. 


muscles 


Fig. 3.—A. Surface of bone roughened to facilitate new 
attachment. B.Surface of bone between anterior 
superior and inferior spines roughened for new at- 
tachment of flexor muscles. 


faces of the transferred crest of the ilium 
and anterior spine fall, by gravity, so that 
raw bony surfaces approximate. If this 


Fig. 4.—Ready for closure. Gluteal muscles dropped 
into new position, and fascia partially closed over 
detached anterior superior spine. 

does not reduce flexion, the anterior struc- 
tures, such as psoas, fascia or capsule 0 
the hip joint may be easily attacked. The 
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superficial fascia above is stitched to the 
deep fascia, at a point below, bringing the 
skin incision about one inch below the crest 
of the ilium, avoiding possible pressure. 
The skin is closed with dermal sutures. 


New crest 


Sos 


by 


Fig. 5.—Schematic drawing showing condition about one 
year after operation with the formation of a new 
crest of the ilium and attachment of the anterior 
superior spine. 

Plaster cast is applied in hyperextens ‘on, 
which remains e ght weeks. We have had 
no fatalities and there have been no alarm- 
ing symptoms. In from two to three 


Fig. 6.—Extreme hip flexion contractures prior to 
operation. 
months a massive bony ridge can be found, 
along the line of attachment of the new 
crest. Hence the operation is designated 
transference of the crest of the ilium.” 
_In order to illustrate the type under con- 
sideration, though practically all hip con- 
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tractures are amenable to th’s procedure, 
one case will be briefly narrated: 


Fig. 7.—Front view of the same case after transference 
of the ercst of the ilium. 


Fig. 8.—Side view of the same case after transference 
of the crest of the ilium. 


Case I.—A boy, Clarence Wheeler, age 18, when 
two years of age had infantile paralysis, causing 
an extensive paraplegia with flexion of both 
knees, caleaneovalgus of both feet, and extreme 
flexion and abduction of both hips, so that he was 
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unable to progress even as a quadruped. His 
method of ambulation was on both hands and 
buttocks. He was a human tripod or “triped,” if 
such a term is permissible. The feet and knees 
were corrected by operation, a description of 
which is irrelevant to the subject in question. On 
each hip the crest of the ilium was transferred as 
above described, completely correcting the de- 
formity, as shown in the illustration. 

869 Madison Avenue. 


DISCUSSION 

Dr. Lawson Thornton, Atlanta, Ga.—In At- 
lanta we see a good many cases of infantile pa- 
ralysis with varying degrees of flexion deformity 
at the hip, and have in almost all cases been able 
to correct this contracture by the operation de- 
vised by Dr. Robert Soutter. However, in a 
small number of cases this procedure alone has 
not been sufficient. Two cases required osteot- 
omy of the femur to completely overcome the de- 
formity. 

The operation which Dr. Campbell has pre- 
sented to us will be of great value in the treat- 
ment of this extreme type of hip flexion deform- 
ity. 

Dr. W. B. Carroll, Dallas, Tex—I had the 
pleasure of seeing in Dr. Campbell’s Clinic a few 
days ago several cases operated in this manner, 
and also saw him do one operation. The technic 
is simple and the correction after incision had 
been made was much easier accomplished than 
similar cases done with the Soutter. I have been 
accustomed to doing these severe cases in two 
stages, leaving the thigh in ten or fifteen degrees 
flexion for ten days, then placing it in plaster in 
hyperextension. One should be careful in mak- 
ing a radical change in position of leg on ac- 
count of the possible damage to the femoral ves- 
sels. This would apply in Dr. Campbell’s opera- 
tion as well. The advantage Dr. Campbell has 
is gained by releasing the gluteus medius, which 
is undoubtedly in an important structure in the 
flexion and abduction deformity. 

Dr. Robert F. Patterson, Knoxville, Tenn.—Dr. 
Roberts, of New York, strips down the gluteal 
muscles from the ilium in the treatment of the 
so-called gluteal myositis. 

I wonder if Dr. Campbell would get the same 
result by stripping off the muscles as by chiseling 
off the crest of the ilium? 

Dr. Campbell (closing).—We are using this 
operation routinely in practically all contractures 
of the hip. There have been no complications 
and no fatalities, as we accomplish a definite pro- 
cedure based upon proper mechanical principles. 
I believe that the removal of the crest with the 
attached outer one-fourth denuding the dor- 
sum of the ilium gives an attachment of the mus- 
cles which is more firm than if simply severed 
and left loose in the soft tissues. Also that bony 
union between these points makes subsequent 


contracture impossible, whereas this might often - 


occur if the muscles were loose in the soft tissues. 
There is no interference with blood or nerve sup- 
ply, the attachment is simply transferred to a 
point below correcting the deformity and in no 
way inhibiting physiological muscle action. 
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THE TREATMENT OF CARCINOMA 
OF THE BLADDER* 


By WILLIAM NEILL, JR., M.D., 
Associate Surgeon, Howard A. Kelly 
Hospital, 

Baltimore, Md. 


It is but a comparatively short time 
since a patient suffering with hematuria 
rested in the hands of the general practi- 
tioner, attributing such remissions as 
might be enjoyed to the medicines which 
were administered. Great stress was laid 
upon the importance of examining the 
urine to determine the source of the bleed- 
ing. If the blood was bright red, the lower 
urinary tract was responsible, while if the 
blood was intermittently mixed with the 
urine or ureteral clot-casts appeared, the 
kidneys or ureters were held guilty and 
appropriate medication was _ prescribed. 
For two decades cystoscopy and the ability 
to examine the bladder, ureters and kid- 
neys has altered not only all former meth- 
ods of diagnosis, but methods of treatment 
as well, and the treatment has become di- 
rect, purposeful and aggressive. 


Of the various causes of blood in the 
urine, bladder tumor is the commonest. 
No more distressing condition, from the 
patient’s standpoint, is met with than tu- 
mor of the bladder, and no other condition 
offers greater difficulties from the stand- 
point of effective treatment. The condi- 
tion is met in all periods of life, but as is 
the case with all tumors, it is more com- 
mon after middle age. The course is pro- 
longed and the tendency is for the condi- 
tion to remain confined to the bladder, al- 
though metastasis to the pelvic bones may 
occur early, and for that reason an x-ray 
plate of the pelvis should be made in all 
cases before treatment is begun. 

The first operation for tumor of the 
bladder was done by Warner, in 1747, 
through a lateral perineal incision. Simon, 
in 1875, removed growths from the female 
bladder through his urethral specula. In 
1814, Billroth first operated successfully 
upon a bladder tumor from above, and 
later the suprapubic route was made popu- 


*Read in Section on Surgery, Southern Medical 
Association, Sixteenth Annual Meeting, Chatta- 
nooga, Tenn., Nov. 13-16, 1922. 
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lar through the insistence of Guyon. Op- 
erating through the vagina into the blad- 
der was done thirty years ago. Franz, in 
1880, advised the total removal of the blad- 
der, and twenty-five years later, in 1905, 
Watson advocated the complete removal 
of the bladder in all cases of cancer where 
the disease was confined to the bladder it- 
self. Deliberate, systematic operations for 
tumors of the bladder scarcely date back 
thirty years. 

The etiology of this condition, as with 
new growths elsewhere, is not definitely 
established. Some contend that in a large 
percentage of cases there is a history of 
chronic cystitis, or stone, or some form of 
long standing bladder irritation. In our 
experience we have observed this in a com- 
paratively small number. 


Despite the notable advances in surgical 
technic during the last decade, the treat- 
ment of carcinoma of the bladder con- 
tinues to occupy a prominent place in the 
thoughts and problems of the urologist. 
The results of all incisional forms of treat- 
ment in the past have been so discourag- 
ing as to make bladder tumor cases unwel- 
come in the practice of urology, and not 
infrequently altogether to preclude con- 
scientious surgical intervention. The re- 
sults following the excision of tumors, 
whether it be local removal or a complete 
cystectomy with transplantation of the 
ureters, have been far from brilliant. Up 
until the past eight years it was generally 
accepted that for a cure, a wide and clean 
excision offered the best method. The rou- 
tine surgical removal in carefully selected 
cases, which at its best is dangerous and 
difficult, shows recurrences in from 75 to 
80 per cent and that the operative mortal- 
ity is high. 

Before instituting treatment all data 
should be well in hand, any complicating 
disease should be discovered, and its rela- 
tion to any proposed line of treatment con- 
sidered. The kidney function should be 
determined, as the cause of death is usu- 
ally from uremia with infection of the en- 
tire urinary tract and not primarily from 
the disease itself. Any patient with a his- 
tory of bladder irritation and hematuria 
should be examined with the cystoscope. 
For many years at our clinic the open air 
cystoscopic technic of Dr. Howard A. Kelly 
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has been in daily use. It is convenient, 
rapid, and affords direct information as to 
the bladder surface and allows the widest 
range of manipulating procedures within 
the entire’ bladder. Although Dr. Kelly 
demonstrated the possible use of this 
method in males as early as 1893, it was 
not employed by urologists for the male, 
and we ourselves had for years used only 
one or the other of the various modifica- 
tions of the lens system water cystoscope. 
While painless and best in females, it is 
not so convenient in males. An exagge- 
rated Trendelenburg posture, with the 
head of the table lowered to an angle of 
60 degrees, as advocated by Dr. Georges 
Luys, of Paris, gives a very effectual air 
dilatation to the male bladder in all except 
contracted irritated bladders and very fat 
subjects. In these a general anesthetic 
will usually give the desired results. This 
method presents incontestable advantage 
for seeing these tumors in their actual 
state and in determining their number, po- 
sition, size and relation. A characteristic 
and definite clipping can easily be taken 
under direct vision for microscopic study. 
This method of cystoscopy is in every way 
superior to interposing a watery medium 
and peering through lenses when the view 
is often obscured by murky fluid, and the 
examiner is harassed by the technical dif- 
ficulties of the electrical equipment and by 
the manifest discomfort of the patients. 
Air distension is a better method also, as 
it has a greater range of service in that it 
permits the examiner to measure accu- 
rately distances in the bladder, and with 
the diameter of the cystoscope as a guide, 
to determine the actual size of the tumor, 
which is imperative in determining the 
type of therapy to institute. Such a care- 
ful examination as is possible through an 
open air cystoscope makes for a more 
thorough scientific handling of the case 
and greatly enhances the interest of the 
work. The chief difficulty with this 
method of cystoscopy is inexperience with 
the use of the head mirror and a reflected 
light, which after a little practice is soon 
overcome. 

. All patients with hematuria should be 
cystoscoped with this condition in mind. 
Neglect to do this has allowed many small 
and easily treatable papillomas to develop 
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into hopeless malignancy, and a compara- 
tively simple condition to reach a most 
serious proportion, with the case desperate 
and the treatment extremely difficult and 
unfortunately less effective. 

All bladder growths are potentially ma- 
lignant. There is a definite class of pedun- 
culated tumors, often multiple, with no un- 
derlying induration of the mucous mem- 
brane, which respond well to fulguration. 
This type of treatment was first presented 
through the pioneer work of Edwin Beer, 
in 1910. However, it is often impossible 
to distinguish between a papilloma which 
will respond to fulguration and one that 
will not, either by visual inspection or his- 
tologically. All other types of bladder tu- 
mors seem to be made definitely worse by 
fulguration. 

It is of the utmost importance to get the 
case under examination and treatment at 
the earliest possible moment. This can 
only be done by investigating at once and 
tracing to its source the slightest urinary 
hemorrhage. When under treatment the 
case must be watched over a period of sev- 
eral months or longer, as conditions war- 
rant. 

From a review of the literature on this 
subject, the general consensus of opinion 
as to the treatment of the condition is as 
follows: 

(1) For all superficial or pedunculated 
benign papillomata, direct intra-vesical ful- 
guration or removal by means of the cau- 
tery gave by far the best results. 

(2) For infiltrating, definitely malig- 
nant tumors, the radical removal of the 
area of the bladder wall involved was the 
only treatment which was followed by any 
satisfactory results. 

(3) When the growth involves both ure- 
ters, Watson’s operation of total cystec- 
tomy, with a primary operation for trans- 
planting the ureters into the loins, gave 
the best results. 

(4) Cystotomy and excision of the 
growth and treatment of the base with the 
actual cautery should be used only in 
hopeless cases as a palliative to relieve 
pain and hemorrhage. 


In 1910, we first began the treatment. 


of bladder tumors with radium. Since 
that time it has rapidly come into general 
use and occupies a most prominent posi- 
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tion in the armamentarium of many large 
clinics. Our experience has proven that 
the best results are to be expected from 
one, two or perhaps three intensive treat- 
ments at an average interval of six weeks, 
To do this it is of course necessary to have 
at one’s disposal a large amount of radium, 
as the following demonstrates: 

From October, 1910, to May, 1922, 142 
cases of carcinoma of the bladder have 
been treated with radium at the Howard 
A. Kelly Hospital. Of these, 55 were males 
and 82 females. The average age was 
53 years. The youngest was 26 and 
the oldest 86 years of age. There 
were 140 white and 2 colored patients. In 
51 cases the patients gave no other symp- 
tom than blood in the urine, the longest 
duration being 6 years and the shortest 2 
months. In every case hematuria was a 
prominent symptom, and in every case it 
made its appearance early. There was a 
history of a definite chronic cystitis per- 
sisting from 2 to 20 years prior to symp- 
toms of cancer in 17 cases. Palliation was 
obtained for a short time only or no im- 
provement in 89 cases. In 53 cases there 
was definite improvement and relief of 
symptoms for a long time, or cures over a 
period of three years with no recurrence, 
as tabulated below: 

(1) Cures over a period of three years 
or longer, 16. 

(2) Remained well over a period of 
three years but died from some extraneous 
disease, 5. 

(3) Clinical cures from two to twenty- 
eight months and still under observation, 8. 

(4) Palliation from two to thirty-four 
months, with later recurrence or death, 24. 

This gives a total of 14 per cent three- 
year cures with radium in an unselected 
class of cases. In fact, many of the cases 
were referred to us with recurrences fol- 
lowing operation and a vast number of 
them were already in advanced stages of 
the disease. 

Fortunately, vesical tumors give symp- 
toms early and many cases come in at a 
stage when the cystoscope offers both a 
simple and as effective a route for radium 
therapy as does a suprapubic opening. 

We have employed three different types 
of radium treatment, used either alone or 
in combination: (1) direct, intravesical, or 
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surface radiation; (2) implantation, or the 
insertion of tiny glass capillary points 
containing radium emanation into the 
growth; and (3) massive radiation at a 
distance from the exterior, using the sac- 
ral, perineal, suprapubic and vaginal por- 
tals. 

In the fall of 1921, we first began the 
use of the open air cystoscope for the di- 
rect treatment of carcinoma of the male 
bladder, and had employed this same form 
of treatment in our female cases since 
1915. Intravesical treatment is carried 
out in all growths confined to and around 
the neck of the bladder: papillomata, papil- 
lary carcinomata and infiltrating carcino- 
mata of not over 4 ¢c. c. 

Growths other than these without evi- 
dent metastasis, extensive infiltration of 
the bladder wall, large and multiple tu- 
mors and all doubtful cases, are submitted 
to a suprapubic section. The intravesical 
treatment is made through the Kelly or 
Greenberg open air cystoscope, with the 
radium encased in a brass capsule at- 
tached to the end of a straight sound and 
held against the tumor under direct vision. 
For each square centimeter of disease 100 
milligram-hours radiation is the maximum 
dosage. Using an applicator containing 
1200 millicuries, it would be necessary to 
hold the applicator but 5 minutes on each 
square centimeter to obtain the equivalent 
amount of radiation. In this way a tumor 
with a surface 3 cm. square would be 
given the maximum radiation through the 
cystoscope in a total of 15 minutes. By 
using a stronger applicator the actual time 
of exposure can, of course, be reduced. 
The entire treatment can be finished at 
one or two exposures. This amount of 
surface radiation should not be repeated 
under a period of six weeks. 


With this type of radiation we are first 
able to determine the reaction to radium 
that the tumor will show, check the bleed- 
ing and treat effectively tumors which in- 
volve the vesical neck and internal urethral 
orifice. If the tumor is a definite infil- 
trating sessile carcinoma, we may then 
treat by the implantation technic, intro- 
ducing small glass emanation points di- 
rectly into the growth. We have deter- 
mined that 0.5 millicuries of radium ema- 
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tumor. These emanation points are im- 
planted under direct vision. through the 
open air cystoscope by means of an espe- 
cially devised introducing instrument. In 
this way by having a number of these 
points ready, each threaded into an instru- 
ment, we can quickly and accurately intro- 
duce from 10 to 15 throughout the 
growth, the entire time consumed being 
from two to three minutes. The points, 
themselves, are left permanently to decay, 
giving off their maximum activity by the 
end of seven days but being slightly active 
for twenty-eight days. The action from 
this method is local and caustic. An inten- 
sive treatment such as this method af- 
fords should not be repeated under two 
and a half months. By inserting the points 
directly through the anterior vaginal wall, 
we are able with a fair degree of accuracy 
to implant tumors occupying the anterior 
bladder wall under guidance of palpation. 


The suprapubic or incisional type of 
treatment is carried out in cases where 
there is no evident metastasis, in exten- 
sive infiltration of the bladder wall, large 
and multiple tumors, and in all cases 
where there is some existing doubt as to 
the exact amount of bladder involvement. 
The bladder wall is palpated before incis- 
ing to avoid cutting through any growth. 
Then incision is made and the cut surface 
of the bladder is caught with Allis clamps. 
A self-retaining retractor is then intro- 
duced into the bladder cavity with open 
loops. This gives the advantage of mak- 
ing visible a portion of the bladder wall 
through the open blades of the retractor. 
An additional retractor in the form of a 
spatula is occasionally used behind the 
symphysis, but often is not necessary. 
Moist alcohol sponges are used to free the 
bladder of bloody urine, care being taken 
to prevent bleeding of the tumor and a 
possible spreading of tumor cells. If the 
tumor is large and definitely protruding, 
it is removed with the cautery and the base 
is cauterized to check bleeding. This per- 
mits of better exposure to the base and 
allows more effective treatment with ra- 
dium. All of the areas of the tumor are 
then implanted, averaging a total dose of 
0.5 millicuries to each cubic centimeter of 
growth, particular care being taken thor- 
oughly to implant the margins. Supra- 
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pubic intravesical surface radiation is ac- 
complished by means of multiple radium 
capsules, screened with 1 mm. brass and 1 
mm. rubber, placed side by side over the 
surface and overlapping by 1 cm. the mar- 
gin of the tumor, the number of capsules 
used depending upon the size of the 
growth. This applicator is held in place 
with the patient still on the operating table 
under anesthesia. For an area of approx- 
imately 3 square cm., 900 milligram-hours 
radiation is given. By using an applicator 
of 2000 milligrams strength, the treat- 
ment is completed in less than half an 
hour and the actual time can be further 
cut down by using a stronger applicator. 
This additional length of time does not add 
further risk to the operation. The closure 
is as usual, but for the comfort of the pa- 
tient it is better to leave a drainage tube 
in the bladder for a minimum period of 
ten days. Bladder irrigations through 
the urethra should be started after the 
fifth day and the healing of the sinus is 
not prolonged over that of any suprapubic 
cystotomy. 


We feel in all cases of bladder carcinoma 


that massive radiation from a distance is 


helpful. The suprapubic route is usually 
chosen as giving the closest approach, but 
the perineal and sacral routes may also be 
used, and in the case of females, the vagi- 
nal route. By using the external portals 
we frequently reach a total dosage of 30 
to 40 gram-hours radiation. 


DISCUSSION 


Dr. J. T. Geraghty, Baltimore, Md.—Before one 
can successfully treat bladder tumors it is neces- 
sary to determine the nature and the position of 
the tumor. It has been our experience that the 
benign and malignant papillomata practically 
all respond to fulguration and that fulguration 
gives results that are incomparably superior to 
anything that surgery can afford for this type of 
tumor. One will find a certain group of malig- 
nant papillomata very resistant and slow in re- 
sponding to fulguration. If these tumors, how- 
ever, are given a small amount of radiation their 
response to fulguration is prompt. The malig- 
nant papillomata pass over into non-infiltrating 
superficial papillomatous carcinomata, which may 
occupy large areas of the bladder, or may be 
fairly well localized. Our best results in this 
type of case have been by the application of ra- 
dium to the surface of the tumor through the 
urethra, and those tumors suitable for this form 
of treatment comprise about 15 per cent of all 
the tumors. 


SOUTHERN MEDICAL JOURNAL 


April 1923 


When the papillary carcinoma reaches the stage 
where it is infiltrating the bladder wall, surface 
applications of radium have, in our hands, been 
of very little value. We feel that when the infil- 
trating growth is sufficiently localized to permit 
of excision a radical resection should be done and 
the tumor removed with a wide margin of healthy 
tissue. However, where the tumors are multiple 
or when they are too extensive for resection, the 
implantation of radium will in a not inconsider. 
able number of cases give excellent results. Many 
of the tumors, while being broad based, are much 
larger on the surface than at the base. It is our 
custom to destroy the surface of the tumor with 
the cautery and then infiltrate the base with ra- 
dium. In a series of fifteen cases we used 
the emanations, but recently we have tried small 
needles of the radium element. We do not feel 
that the amount of radium employed in any case 
should exceed 2500 mg. hours, as the injury to the 
bladder is too great. The insertion of emanations 
or radium needles through the cystoscope into the 
tumors is only suitable for a very limited number 
of cases. Recently in several rather hopeless and 
extensive infiltrating tumors of the bladder we 
have employed deep x-ray therapy. In one case 
the tumor, which was considered inoperable and 
too extensive for radium, disappeared entirely un- 
der the deep x-ray therapy. Our experience with 
this latter form of treatment, however, is too re- 
cent and limited to draw any conclusions. 


Dr. William F. Braasch, Rochester, Minn.—Cer- 
tain principles are generally recognized in the 
controversy with regard to the choice between sur- 
gery and radium in the treatment of tumors of 
the bladder. If the tumors are not extensive and 
can be removed completely, a wide resection is 
the indicated procedure. If they are small or 
situated so that radium can be applied through 
the cystoscope, such treatment should be given. 
We have largely abandoned resection of extensive 
tumors of the bladder necessitating reimplanta- 
tion of the ureter, since the procedure has not 
always been successful and is accompanied by a 
high mortality. Suprapubic cystostomy and the 
implantation of radium emanations, according to 
the method of Dr. Barringer, has been substi- 
tuted for surgical procedures. I consider this the 
greatest recent advance in the treatment of tu- 
mors of the bladder. 


The percentage of recurrences in small papil- 
lomatous tumors removed by fulguration or ra- 
dium is not so large among those that we have 
observed as Dr. Geraghty’s data would indicate. 
It has been our experience that not more than 25 
per cent of the patients observed with tumors of 
the bladder can be treated successfully by fulgu- 
ration or a combination of fulguration ard ra- 
dium. In the remainder the tumors are of the 
solid type or are malignant papillomas which re- 
quire resection or the introduction of intensive 
radium emanation. 

I wish to bring up another point, that is the 
great value of the early diagnosis of tumors of the 
bladder. Although this has been emphasized re- 
peatedly, it is surprising how many patients pre- 
sent themselves with all of the identifying symp- 
toms who have been treated by physicians for 
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many months. It is evident that if the tumor is 
discovered in its early stage the possibility of 
cure is much greater by any of the therapeutic 
measures employed. Even malignant papillomas, 
when observed in the earliest stages, may be 
amenable to such simple cystoscopic procedures 
as fulguration and radium implantation. Every 
means should, therefore, be used to discover at 
once the cause of hematuria and urinary fre- 
quency, and the patient should be referred to a 
urologist for careful examination. 

Dr. Edgar G. Ballenger, Atlanta, Ga—We are 
all familiar with the difficulties of permanent 
drainage of the bladder in inoperable or recurrent 


carcinoma of the bladder and prostate gland. If. 


the drainage tube is small, it is likely to become 
plugged with blood clots, while on the other hand 
if it is large it is unwieldy and produces more or 
less discomfort. During the past few years we 
have modified the method of dealing with these 
patients and the results have been quite satisfac- 
tory. Suture of the bladder to the abdominal 
wall is not necessary, but facilitates subse- 
quently the introduction of the tube. The incision 
is closed in the usual manner and a one-half-inch 
tube is cut off so as to project about one-quarter 
inch above the skin. A very large safety pin is 
then passed through the outer part of the tube. 
A strip of sterile adhesive plaster with a hole in 
it is carried over the end of the tube and safety 
pin in such a manner as to hold the tube in place. 
Sterile vaseline or zine ointment is smeared 
around the area of the incision. Then a large 
colostomy ring with a rubber sleeve over it is 
placed so that the ring does not press on the 
incision. The strap is adjusted around the back 
and tightened until comfortable. The urine is 
carried through a tube into a bottle by the bed- 
side. Moving this tube or traction on it does 
not cause any discomfort because it is attached 
to the belt rather than to the tube in the bladder. 
re “ed the tubes are large and allow the passage 
of clots. 


The device may be removed from time to time 
as indicated (two to seven days) and the tube in 
the bladder is then cleaned and boiled. Dakin’s 
solution, argyrol or other medicaments may be 
injected as indicated through the outer tube or 
through a catheter passed into the bladder. If 
desired, radium may be applied through the in- 
cision, as the opening is kept rather large. Sur- 
prisingly little trouble is experienced in the man- 
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agement of malignant growths of the bladder or 
prostate by the plan above outlined. In fact, a 
nurse or orderly or a member of the patient’s 
family can make the changes when necessary. It - 
is not suitable for patients who are very thin or 
whose symphysis projects so as to prevent a 
smooth seating for the ring or a large colostomy 
device. The patient is kept dry when he is on 
his back, propped up in bed, in a wheel chair or 
walking around, but it is likely to leak when he 
is on his side. 


Dr. H. W. E. Walther, New Orleans, La.—Dr. 
Neill’s paper has emphasized the large doses of 
radium necessary in treating neoplasms of the 
bladder. Most surgeons work under the handicap 
of not having sufficient radium to benefit these 
cases, One gram is not enough. That dose does not - 
control them, and until we get more radium in 
the South to handle these cases I do not see how 
we can hold out much hope to our patients or to 
ed consultants and make much impression upon 
them. 


Another point of great importance re-empha- 
sized by Dr. Neill is the elasticity of radium ema- 
nation as compared to element. We need more 
radium emanation stations in the South. With 
these we could reach many more cases and do 
infinitely more good. In our work in New Or- 
leans particularly we are constantly in need of 
emanation, and I feel that it is going to be forced 


upon those handling and owning radium to in- 


stall an emanation apparatus in order to give 
our patients and us satisfaction in the therapy 
of this condition. 


Dr. Neill (closing).—Referring to Dr. Ge- 
raghty’s remarks in regard to radium and op- 
eration, I am not in favor of pre-operative radia- 
tion unless the operation is carried out not later 
than three or four days afterward. A further 
delay means that we will find marked irritation 
of the tissues, which are always friable and diffi- 
cult to deal with, and the chances of a healing of 
the wound are not so good. In papillary carci- 
nomata, the histological picture helps us little in 
a prognostic way. We have often found that of 
two tumors which give identical microscopic pic- 
tures the response to radium in one will be sat- 
isfactory, while in the other there will be no bene- 
ficial effect. In the far advanced and hopeless 
cases, heavy massive radiation from a distance 
to include the entire pelvis is often palliative. 
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EYE, EAR, NOSE AND THROAT 


THE PROBLEM OF OBSCURE NOSE 
AND THROAT AFFECTIONS* 


By Epwarp A. LoopErR, M.D., 
Clinical Professor Diseases of Nose and 
Throat, University of Maryland and 
College of Physicians and 
Surgeons, 

Baltimore, Md. 


One of the most perplexing problems 
confronting the average laryngologist is 
the accurate diagnosis and proper treat- 
ment of borderline or indefinite affections 
of the upper respiratory tract. Cases 
where the local pathological changes are 
insignificant in comparison to the systemic 
reactions produced. 


Foci of infection frequently cannot be 
identified accurately by objective means, 
but present positive general symptoms of 
absorption in associated structures. It is 
these obscure affections which give us most 
concern and require extended study for ac- 
curate interpretation. 

For the purpose of this discussion two 
general groups will be selected, attention 
being given to the unreliability of clinical 
changes and objective methods of exami- 
nation, compared with the value of sub- 
jective and general symptoms in a final 
determination of the case. 

The first group comprises indefinite in- 
fections of the accessory sinuses present- 
ing minute or uncertain pathological 
changes in the intranasal structures, in 
contrast to the severity of systemic reac- 
tions manifested. 

It is important to recognize these cases 
early, before toxic absorption has _ pro- 
duced permanent tissue degeneration. 

We have little difficulty in handling the 
usual run of sinus cases with destructive 
local changes and symptoms, but the bor- 
derline cases present a different proposi- 


tion, for in these we must depend upon the. 


reaction in remote structures for our posi- 
tive information. 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 


In making a diagnosis of any case, our 
conclusions are based upon the local path- 
ology, objective impressions and systemic 
symptoms. 

Roentgenography gives us valuable as- 
sistance in many of the usual sinus cases, 
but in this group the tissue changes are so 
slight that we may be misled by a negative 
report. Transillumination at best is un- 
satisfactory and cannot be depended upon 
for accurate diagnostic purposes. Tender- 
ness over the sinuses is not a constant 
symptom and is generally absent in the 
low grade infections. ; 

Bacteriological smears and cultures do 
not give us the desired information, be- 
cause the upper respiratory tract is the 
natural habitation of many organisms, and 
it is difficult to say when an area is truly 
infected by this procedure. 

We place most dependence upon exam- 
ination of the intranasal structures for ab- 
normal changes. But unfortunately in 
many of these cases it is impossible to de- 
termine the presence or absence of infec- 
tion by the local appearance of the tissue. 
The nasal mucosa may seem to be normal, 
breathing space unobstructed, turbinates 
of regular size, with little change in nasal 
secretion, while the patient gives definite 
general symptoms of toxic absorption. 

So if we must admit that the local 
changes are insufficient to establish a posi- 
tive diagnosis and that the average meth- 
ods of objective examination are unreliable 
in these cases, it is obvious that our final 
determination must be governed by a thor- 
ough study and understanding of the gen- 
eral subjective symptoms presented and 
the changes produced in associated struc- 
tures. 

As specialists, we are so accustomed to 
dealing with the local changes in our par- 
ticular field that we frequently attach too 
much importance to the presence or ab- 
sence of local pathology without due con- 
sideration to the many complicated reflex 
phenomena which frequently present the 
most reliable sources of informat’on. 

For this reason, it is essential to lay 
great stress upon thorough history taking. 
We should not be satisfied with the knowl- 


| 
‘ 
& 1 
i 
| 
; 
— 
; 
j 
1 
{ 
j 


1923 


Vol. XVI No. 4 


edge of intimate complaints involving the 
nose, throat and ear alone, but all remote 
symptoms indirectly produced in other 
structures must be given due considera- 
tion. With the average run of simple 
cases, it is very easy to form the habit of 
superficial history taking. 

Complete physical examination will at 
times reveal the relationship of some ob- 
scure focal infection to an unsuspected or- 
gan. Closer cooperation with the internist 
is desired. The internist depends upon us 
in building up his diagnosis in obscure 
cases, but do we demand the same of him 
in our complicated nose and throat affec- 
tions? No organ should be neglected in 
our survey. The eyes require special at- 
tention, for they are very sensitive to toxic 
reactions and frequently present the ear- 
liest symptoms of involvement. Such dis- 
turbances as photophobia, asthenopia, 
muscular weakness, defective vision, iritis, 
choroiditis, retinitis or neuritis may be 
our first warning of an insidious nasal in- 
fection without demonstrable changes in 
this structure. 


A case in point was Mr. A, referred to me by 
an excellent oculist for nasal examination to de- 
termine the cause of persistent asthenopic symp- 
toms which could not be relieved by refraction. 
This patient was unable to use his eyes for any 
great length of time. His eyes would burn, itch 
and tire quickly after reading, with headache and 
pains across the bridge of the nose. 

After a very careful nasal examination I could 
not find sufficient evidence to say definitely that 
his trouble was coming from an infection in the 
nasal area. But considering the symptom com- 
plex, nasal treatment was instituted with grati- 
fying results, for all symptoms quickly cleared up. 

A second case of similar type was referred for 
the relief of a single symptom, intense photopho- 
bia, which could not be relieved by ophthalmo- 
logical means. As before, my nasal examination 
was practically negative so far as clinical changes 
were concerned, but, profiting by previous experi- 
ences, intranasal treatment was given and in a 
short time the patient was well. 


_ These cases were evidently low grade 
infections of the ethmoidal region and 
could have been easily overlooked if atten- 
tion had been directed merely to the nasal 
region without consideration of the asso- 
ciated eye symptoms. 

The general health of the patient should 
be investigated for remote indications of 
septic absorption. Malaise, sallow skin, 
loss of weight, nervousness, insomnia, gas- 
tro-intestinal disturbances, arthritic in- 
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volvement, vascular changes, nephritic 
complications, infections of the respira- 
tory tract, in short a complete physical 
survey, may result in the development of 
some symptom or group of symptoms 
which will guide us in the determination 
of these borderline affections. 

At times general symptoms are so dis- 
tinctive that attention may be entirely di- 
verted from the primary focus of infec- 
tion. 

A striking case of this nature coming under 
my observation was a dentist who had been in- 
capacitated for a year. He had the most severe 
group of general toxic symptoms I have ever seen. 
His skin was sallow and he was losing weight 
and unable to work. He had marked insomnia, 
was nervous and irritable with severe disturb- 
ances in his gastrointestinal tract. He had been 
treated for everything from neurasthenia to tu- 
berculosis. At one time he had been referred to 
a rhinologist, who could find no cause for his in- 
fection, so he continued to take tonics and absorb 
toxins. 

After taking his history I gave special atten- 
tion to the nasal examination. 

The local picture was not conclusive of an 
active infection, but there was a slight amount 
of this serous discharge from the right ethmoidal 
region and an x-ray report of slight haziness of 
the ethmoids on the right side. 

Being influenced more by the general symp- 
toms than by the intranasal findings, I deter- 
mined to clean out thoroughly the right ethmoidal 
labyrinth, -after which the patient began to im- 
prove steadily and was soon entirely well. 

This patient has worked hard and constantly 
for the past two years without recurrence of any 
of his old symptoms. 

The diagnosis of this case was missed 
by the first rhinologist because the local 
changes and symptoms were not suf- 
ficiently defined to produce a classical pic- 
ture of sinus involvement. 

It is very probable that I would have 
made the same mistake if I had not been 
impressed with the severity of the general 
symptoms and made special effort to dis- 
cover the cause. 

Headaches and pains are so constantly 
associated with sinus involvement that 
they are generally recognized and appre- 
ciated as important subjective signs, so 
that mere mention of them is necessary 
here. Likewise vertigo, nausea and vom- 
iting are often indications of disturbance 
in this region. 

There are many obscure reflex nasal 
phenomena which are as yet not well un- 
derstood, and which present an interesting 
field for development in relation to these 
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indefinite affections. So that a thorough 
and scientific study of the many compli- 
cated and associated bodily reactions will 
not only prove helpful in solving the prob- 
lems of the individual cases, but will add 
to and broaden the knowledge in our spe- 
cialty. 

The second group of cases will be very 
briefly considered, for they have general 
features in common with those mentioned. 

This class includes chronic infections of 
the tonsillar tissue with little demonstrable 
evidence of local involvement. The tonsils 
are often small and submerged, with few 
crypts. There may be no enlargement or 
tenderness of the cervical glands, yet gen- 
eral symptoms clearly indicate that ab- 
sorption is going on in this vicinity. 

In these cases it is easy to form erro- 
neous conclusions if we are readily influ- 
enced by the local picture and do not make 
a careful investigation of every possible 
general symptom before a final opinion is 
rendered. 


Only recently a case was referred to me with 
a request that the tonsils be removed as a most 
likely cause of acute nephritis. From their ap- 
pearance, no one would have said that the tonsils 
were abnormal, but after their removal all symp- 
toms of nephritis cleared up. 

Another case, a medical student, developed a 
severe hemorrhagic retinitis. A most thorough 
examination was made to determine the cause. 
All tests were negative. In his history he admit- 
ted having occasional attacks of sore throat, but 
the appearance of his tonsils did not indicate in- 
fection. Asa last resort his tonsils were removed 
and in a few weeks the hemorrhages had cleared 
up, vision had returned to normal and he has had 
no recurrence of his eye symptoms since operation 
over three years ago. 


Other cases with similar characteristics 
could be mentioned, but the type is fa- 
miliar to all of you. 


The cases presented are merely to em- 
phasize the fact that it is important to 
recognize focal infections in the upper re- 
spiratory tract at the earliest possible time, 
before toxic absorption has produced per- 
manent degenerative changes. 

As many of these cases are difficult to 
determine on account of indefinite local 
pathology, we must be governed in our 


final opinion by a careful study of the gen- © 


eral symptoms and the reaction in remote 
structures. 

For this reason a very careful history 
is necessary. Complete physical examina- 
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tions are important. Investigation of eye 
symptoms and changes in other organs 
may lead to the development of factors 
which prove to be the deciding element in 
a final analysis of the case. 

605 Park Avenue. 


DISCUSSION 


Dr. W. E. Driver, Norfolk, Va.—These condi- 
tions of the nose such as polyps and diseased 
ethmoid may manifest themselves remotely and 
in a general way, such as asthma. We have 
been able to demonstrate in a case of asthma, 
thought to be of an anaphylactic condition in the 
class cited by Dr. Townsend in his paper, definite 
changes spoken of by Widal as the hemoclasic 
crisis, that is a fall of blood pressure, an in- 
creased coagulability of the blood, a decrease of 
the white corpuscles, and a lessening of the index 
refraction of the serum. As this crisis passes, 
the asthma manifests itself. So we cannot study 
these cases from the general standpoint too 
closely. It seems important to have a dentist, 
an internist, and a serologist at one’s disposal, 
but, as this is not often practical, it becomes nec- 
essary to study these cases ourselves in order to 
know how to treat them. 


Dr. R. G. Reaves, Knoxville, Tenn.—The Doc- 
tor’s paper is entertaining and timely, but the 
trouble is he has still left us with the problem. 
The truth is that we are all up against it in the 
borderline cases. We have patients whom we 
feel are absorbing toxin from somewhere, but 
from where does it come? Perhaps it is the ton- 
sils. We feel pretty strongly it is the tonsils. 
The tonsils are not enlarged and there is little 
congestion; but we do know that sometimes we 
take such tonsils out and secure wonderfully ben- 
eficial results, while at other times we do not. 
If the tonsils are enlarged, we feel they ought to 
come out. A patient may come in with an an- 
trum filled with pus. That is easy to diagnose. 
But it is the borderline cases that give us the 
trouble. 

The most important thing is a careful exam- 
ination. I have never used an arc light, but I 
do use a Holmes nasopharyngoscope, and I do 
not feel I can thoroughly examine a nose without 
that instrument, because it reveals things the 
x-ray will not. I can look in other than direct 
line of vision and I do not feel that I have given 
a patient a careful examination unless I have 
used that instrument. 

I would like to mention a case, a patient who 
had been having typical headaches from irritation 
of Meckel’s ganglion. The teeth had been ex- 
tracted and the tonsils had been removed. She 
had a post-nasal discharge and headache, occl- 
pital and parietal, and pain about the left ear. 
With the Holmes nasopharyngoscope I could see 
definitely an edema of the mucous membrane up 
in the posterior ethmoidal region, and from that 
I took my cue and advised the patient what to 
have done. But I treated her and gave her some 
relief for about six or eight months. Finally 
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she decided to have an operation. I had an x-ray 
made, which showed some hyperplastic conditions 
of the left ethmoid. I did a complete sinus op- 
eration, which I believe is the safest in these 
cases, and the patient got relief almost imme- 
diately. I did the operation about three months 
ago. She has gained fifteen pounds and is an- 
other woman. I found no pus, but there was 
an edematous condition of the mucous membrane. 

Another case, one of arthritis, was sent to me 
to search for focal infection. She had a post- 
nasal discharge, no headache, but she had a his- 
tory of antrum trouble on the left side. The 
x-ray showed more trouble on the right side than 
on the left, but putting the history and all to- 
gether I operated upon the left side. I found 
no pus, but I found congestion and hyperplasia 
of the bone. That was about a year ago. I saw 
her the other day and found the operative field 
clear. There is no discharge, and the arthritis 
has disappeared. In these cases I was successful 
in making a proper diagnosis, but I still have 
borderline cases where I have a problem of diag- 
nosis that is difficult to solve. 

Dr. Homer Dupuy, New Orleans, La.—I enjoy 
the privilege of teaching post-graduate students. 
The question is often put to me in regard to the 
suspected tonsils. In the presence of a local pic- 
turé in which there is no enlargement of the 
tonsils proper, no apparent secretion or debr's ob- 
tained from the follicles of the tonsil, and yet 
in which the history is that of polyarthritis or 
some other end infection. Every field has been 
investigated with negative results, and the bur- 
den of proof finally comes to the throat man. My 
students want to know, in the face of this ap- 
parently negative picture of the tonsils, whether 
there is any one sign by which we can put the 
onus on the tonsil. Even though the tonsil be 
not enlarged, even though the follicles secrete 
apparently no pus, even though they are the sub- 
merged type and appear not off-colored, if a deep 
red areola surrounds the tonsils, covering the 
anterior pillars, the posterior pillar, this distinct 
red areola surrounding the tonsil means patho- 
logic tonsils. 

You may be doubting Thomases. But I am 
giving you the facts as I have seen them, and I 
wonder if you have been impressed with this 
deep red areola surrounding the tonsils as show- 
ing unquestionably that the tonsils are diseased? 

Dr. M. M. Stapler, Macon, Ga.—Probably one 
other hidden local pathological condition should 
be mentioned. I refer to aborted wisdom teeth. 
There may be no disease of these teeth per se, 
but their abnormal position is sometimes the 
cause of disturbances. Let us not forget them 
when we are looking for hidden local pathological 
causes. 

In working out these obscure cases I think one 
should be careful about making positive state- 
ments as to the immediate results, for we are 
now beginning to get a broader conception of 
focal infection in that we do not expect to clear 
up all suspected cases by removing diseased teeth 
and tonsils. 

Many people come to us about the time they 
are reaching the evening of life complaining of 
symptoms that may direct our attention to the 
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paranasal sinuses as foci infection. In such 
cases the infection may have been present for 
years with repeated acute exacerbations, and it 
is after one of these acute attacks that we stand 
the best chance of getting the desired informa- 
tion from an x-ray. 

The tonsils should be removed in any proven 
case of chronic sinus infection. In real cases 
of pyorrhea, the tonsils should be removed before 
dealing with the teeth. 

Dr. Looper (closing).—In many of the low- 
grade focal infections of the nose and throat our 
conclusions must be formed principally by the 
character of general symptoms presented, as the 
local tissue changes are uncertain. For this rea- 
son a thorough physical examination in all hor- 
derline cases is necessary. 

It is important to determine and eliminate in- 
fection as early as possible, before advanced 
pathological changes have been produced. Often 
some remote systemic symptom will be our first 
warning that toxic absorption is taking place. 
Hence, careful study of every organ should be 
made in all obscure cases. 


DIRECT INTUBATION IN NEGLECT- 
ED AND DESPERATE CASES OF 
TRACHEAL AND BRONCHIAL 
DIPHTHERIA* 


By CLYDE E. PURCELL, M.D., 
Paducah, Ky. 


It is the purpose of this paper to discuss 
the remarkable advantages of direct in- 
tubation and bronchoscopy in dealing with 
respiratory obstructions due to laryngeal, 
tracheal and bronchial diphtheritic in- 
volvement. It is also our purpose to ex- 
plain the causes of these advantages and 
to suggest wherein we may, in these des- 
perate and neglected cases, gain new re- 
sults and add a new weapon against these 
inspiratory difficulties. These deduct’ons 
are based upon two experiences in the 
removal of membranous obstructions from 
the bronchi in connection with conclusions 
based upon experiences in ten direct in- 
tubations. 

It might be well at this particular time 
to emphasize that this small series of 
cases is not sufficient to draw a permanent 
conclusion; but since there have been so 
few attempts, so far as the writer knows, 
at removal of membranous obstructions 
from the bronchi, it may not be out of 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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place to report these two instances. Also, 
the conclusions arrived at in managing 
these ten cases of direct intubation are 
convincing enough in the writer’s mind of 
the superior value of direct intubation and 
the hope of wonderful achievement by its 
use if carefully carried out. 


During the past two years I have had 
two experiences with diphtheritic ob- 
structions of the bronchi. 


One case I reported in the Laryngoscope for 
September, 1921. An emergency tracheotomy 
was necessary to get the child into the hospital 
alive. Later, difficulty in breathing was devel- 
oped, and the tracheal tube was removed, cleaned 
and reintroduced with no improvement in breath- 
ing. The situation seemed hopeless. I did not 
then know a membrane could be removed by 
means of the bronchoscope. As there was no 
other chance or hope of relieving the child, the 
family physician agreed with me to pass the 
bronchoscope in order, if possible, to find out 
the cause of the labored breathing. Both 
bronchi were practically closed by membranes 
which were a dirty gray color. I lost no time 
in removing them with forceps through the bron- 
choscope. Immediately there was relief from 
difficult breathing and the child soon fell asleep 
with apparently unimpaired respiration. Unfor- 
tunately, these obstructions reformed and we 
were compelled to remove them repeatedly, prob- 
ably ten or a dozen times. This is the only in- 
stance in which I have worked through a tra- 
cheal wound. It is no easier than through the 
mouth. This is in accord with the conclusions 
of one of the best bronchoscopists in America or 
Europe. Large doses of diphtheritic antitoxin 
were given until 150,000 units were administered. 
After the membranes in the bronchi stopped 
forming, the child made a quick recovery. Orig- 
inally, no doubt, this was a case of laryngeal 
diphtheritic stenosis, bronchial diphtheria devel- 
oping later. It is interesting to relate that at 
no time were there symptoms of shock or ex- 
haustion. The child has remained well since its 
recovery, nearly two years ago. 

In the second case, a child twenty months old, 
an intubation tube had been placed by the direct 
method with no anesthesia and no bleeding, which 
was a positive proof of no trauma. There was 
immediate relief from suffocation. All went well 
until the second day, when the nurse telephoned 
that the child was beginning to fight for air. At 
once I suspected extension of the stenosis into 
the bronchi and made preparation to pass the 
bronchoscope. When I reached the hospital the 
nurse informed me that the child was worse and 
that in her absence from the room for a moment 
the child had, in its struggles and efforts to get 
air, grasped the silk cord which was fastened to 
the cheek and had withdrawn the tube. How- 
ever, this did not make matters better or worse. 
The mother, who was present, was asked to watch 
the child when the nurse had to leave the room 
and prevent its grabbing the cord and doing ex- 
actly what we wanted it not to do. As I was pre- 


pared to do a bronchoscopy, I passed the tube at 
once to the bifurcation and found an obstructing 
membrane in the right bronchus, which was im- 
mediately removed with forceps through the 
bronchoscope. This established perfectly free 
breathing. The intubation tube was again intro. 
duced and the child made a prompt recovery, It 
goes without saying, of course, that antitoxin 
was given in large doses. 

For a long time I have felt that the pal- 
pation, or so-called blind method of in- 
tubation, could not be accurate and free 
from dangers. This has precipitated many 
debates in medical societies on the rela- 
tive merits of intubation and tracheotomy. 
I do not desire to revive this discussion. 
However, my own conviction was that in- 
tubation by palpation or the O’Dwyer 
method was, on account of the unavoid- 
able trauma to the larynx and the conse- 
quent complications arising from these 
injuries, less desirable than tracheotomy. 
Therefore, it was my custom, at that time 
to advise tracheotomy. With the advent 
of direct laryngoscopy, it became appar- 
ent that intubation tubes could be intro- 
duced with great accuracy and without 
trauma. In 1910, while in bed from an 
operation, I mentioned to a physician an 
instrument I had in mind for directly 
placing the intubation tube. However, I 
never attempted to carry this idea out. 
I did, though, on several occasions place 
intubation tubes in position by means of 
the Jackson direct laryngoscope and alli- 
gator forceps. This method had the diffi- 
culty of the tongue’s being in the way, 
since the slide had to be taken off the 
laryngoscope and then, too, one did not 
have the tilting action necessary to raise 
the tube after it had passed over the 
tongue into the larynx. This difficulty 
was overcome by catching the tube so as 
to place it at an angle of 35 degrees above 
the shaft of the alligator forceps. 


When Mosher brought out his _instru- 
ments for direct intubation he solved all 
these difficulties. Alligator forceps through 
a direct laryngoscope may be used very 
readily to remove the tube. Tube and 
forceps may be withdrawn together after 
the tube has been grasped with forceps. 
The writer used this method on one occa- 
sion before Mosher brought out his in- 
struments to extubate in a patient where 
my predecessor had failed to remove a tube 
which had been very accurately placed by 
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the blind method. It was gratifying to 
have the patient’s parents comment at 
this time upon the absence of bleeding, 
which, they said, was profuse at time of 
intubation and also at the time of at- 
tempted extubation. 


In no case was it necessary to leave the 
tube in for more than a week. There were 
no chronic tube cases as we used to have 
by the palpation method. Absence of 
trauma at time of intubation must have 
been a factor in preventing laryngeal con- 
striction. Direct intubation has the dis- 
advantage that it cannot be performed ex- 
cept by those skilled in bronchoscopy. In 
order to show the necessity of hospital 
care and attention, it is thought advisable 
to report two cases. The first, which is 
an average case, is as follows: 


A child, four years old, developed laryngeal 
diphtheritic stenosis and was seen by the family 
physician early in the morning after the stenosis 
had become evident to the parents. The physi- 
cian at once administered 20,000 units of anti- 
toxin which did not immediately relieve the 
stenosis. The patient was sent to the Isolation 
Hospital and the writer was asked to place an 
intubation tube, which relieved the stenosis im- 
mediately. Diphtheritic sloughing was present 
everywhere in the throat of this child. Large 
doses of antitoxin were at once started and 175,000 
units in all were given. In five days the child 
was apparently normal. We were unable to get 
the parents to keep this child in the hospital 
longer; they felt they could care for it at home 
just as well. At that time it was breathing 
freely; pulse, temperature and respirations were 
normal, and it was fretting for something to 
eat. When the child left the hospital the par- 
ents were cautioned to feed it only liquid nour- 
ishment. Two days later the patient was so in- 
sistent for something to eat that the mother gave 
it a biscuit and a piece of meat. A little later 
the writer was hurriedly called to see the young- 
ster, and on his arrival at the house the patient 
was dead. No doubt the piece of meat lodged 
in the intubation tube. As this child was per- 
fectly normal in every way when it left the hos- 
pital, there can be no blame attached to the 
method of intubation. 


The last case was that of a child two years 
old, who was seen by the family physician and 
a diagnosis of laryngeal diphtheria made. The 
patient was sent in to the Isolation Hospital and 
the writer was asked to do an intubation. The 
diphtheritic involvement was all in the larynx 
and a tube was placed by the direct method. In 
a few seconds the child greatly improved. Anti- 
toxin was given in large doses. Nursing was 
carefully carried out. The tube was removed at 
the end of seven days and the child left for home 
twelve hours later. It has remained perfectly 
well since. 
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These desperate and neglected cases are 
the ones usually that have no physician. 
People wait until the child is almost dead 
before they call the family physician and 
laryngeal stenosis has already made its 
appearance and has caused the parents to 
seek professional aid from the family phy- 
sician. Fortunately, as time goes on, 
there are fewer occasions for intubation. 
With the widespread knowledge of the 
value of antitoxin administered early, in 
the future there will be few occasions to 
observe the complications of diphtheritic 
involvement. In the cases that have come 
to the writer’s attention, no blame could 
be laid at the door of the family physi- 
cian for not having administered the anti- 
toxin early. In most cases the writer has 
seen these cases about as early as the 
family physician. 

My present conviction is that with the 
two weapons at hand, namely, direct in- 
tubation and bronchoscopy, we can prac- 
tically eliminate tracheotomy in the man- 
agement of diphtheritic stenoses. Every- 
one who has had experience with trache- 
otomized patients knows that it requires 
very skilled nursing to take care of them. 
However, intubation cases with ordinary 
nursing are not such a problem. It must 
not be understood from what I have tried 
to say that this is a panacea for diphthe- 
ritic stenotic complications. I do feel, 
however, that if a patient has no lung 
complications, no kidney involvement, and 
is not profoundly septic from absorption 
of toxins, that the two means we have at 
hand, together with massive doses of anti- 
toxin, ought to save a great majority of 
them. In fact, I have been able, so far, 
to save every one of my own. In other 
words, it strikes me that we ought to be 
able to handle successfully all cases of 
diphtheritic stenoses whatever their char- 
acter, whether they be laryngeal, tracheal 
or bronchial, or all combined. 


DISCUSSION 


Dr. A. E. Goodloe, Chattanooga, Tenn.—No 
matter how proficient and expert one may be in 
doing the blind method, there are certain things 
that one cannot know about the condition of the 
larynx which can easily be seen and ascertained 
by the direct. One is that it cannot be known 
when a tube is inserted with difficulty whether 
this difficulty is caused by edema or by a spas- 
modic condition, and it is the tendency to use 
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more force when the tube is to be inserted in 
the larynx than there would be were one looking 
into it. The advantages are analogous to the 
gynecologist when he makes a digital examina- 
tion of the cervix uteri and then inserts a vagi- 
nal speculum and looks at it. 

There are cases where diphtheria has been su- 
perimposed upon a previous inflammation of the 
larynx due to a foreign body, such as a nut hull, 
a pin, or other object. Here we would probably 
get both the clinical manifestations and the labor- 
atory diagnosis of diphtheria and would feel per- 
fectly safe in giving the regular treatment, little 
suspecting anything else until the natient’s fail- 
ure to recover points to some complication. This 
condition would most likely be seen at a glance 
upon the insertion of the laryngeal speculum and 
could be removed. 

It must be remembered that in some of these 
cases minutes—and even seconds—make that 
small margin between life and death, and the 
operator should choose that method which in- 
Siires air to the lungs in the quickest time possi- 
ble, and the one that is most free from acci- 
dents and dangers. I believe the direct offers us 
those qualifications. 

It has been argued that there is likely to be 
more trauma produced by the manipulation of 
the speculum than there would be by palpation. 
This sounds very well, but we must remember 
that the operation is not finished by palpation, 
but that the end of the tube is being forced 
against the cords and would be at least as likely 
to produce traumatism as would the smooth- 
ended speculum manipulated under the guidance 
of the eye. 

I understood from the Doctor’s paper that the 
child in his second case lost its life from the pull- 
ing of the tube out of the larynx by the attached 
string. I do not know whether or not he leaves 
the string in all of his cases, but if he does I be- 
lieve the removal of the string to be better. It 
annoys the child much and there is always a cer- 
tain amount of danger of its being pulled out. 
If the tube is properly fitted I can see no reason 
in leaving the string in. 

So far as I know, Dr. Purcell is the first man 
to report the removal of bronchial casts from 
the bronchi in diphtheria through the broncho- 
scope, and of course this is encouraging. His 
having to remove them so many times in the 
same case and the failure to clear them up after 
the repeated administration of such large doses 
of antitoxin, is most interesting, and it is unfor- 
tunate that he did not have the laboratory find- 
ings to back up his diagnosis, if nothing more 
than to prevent criticism in the future of this 
most unusual case. 


Dr. Homer J. Dupuy, New Orleans, La.—As 4 
matter of historical record, we should not forget 
that the lamented Dr. Lynah, of New York, ten 
years ago reported a series of thirty or more 
cases of tracheo-bronchial diphtheria, in which 
he diagnosed the disease through a bronchoscope 
and removed membrane through the _ broncho- 
scope. This work is so monumental in character 
that it must not escape our attention. 


I do not believe the direct method is advisable 
as one of selection. I do not believe that the in- 
direct method in the hands of an experienced and 
accomplished intubationist is the cause of trau- 
matism. We have chronic tube cases, that is 
true, but the trauma is produced not so much by 
the primary insertion of the tube as in some 
instances by the long contact of the tube with 
the parts. In other words, it is not so much a 
question of intubation ver se, but a question of 
how long the tube must remain in the larynx. 
There is also subglottic laryngitis resulting in 
hyperplastic changes below the larynx which also 
account for a chronic tube case. From my ex- 
perience in the Charity Hospital, where we have 
ample material for intubation, I believe that as 
a whole indirect intubation in the hands of an 
experienced intubator is more quickly done than 
by the direct method. Marked dsypnea calls for 
immediate help, and by the time you get your 
suspension apparatus working, and overcome the 
mechanical difficulties which lie in your pathway, 
no matter how accomplished you are in the art 
of suspension, I think there will be too much 
waste of precious time. 


Dr. Purcell (closing).—I am glad to know that 
this has been done before. I told Dr. Goodloe 
that I had written the Laryngoscope and the 
Journal of the American Medical Association in 
order to get all the literature bearing upon the 
subject, but they said they had none. I am glad 
to know that Dr. Lynah had already succeeded 
in doing this. At any rate, it is worth while 
calling attention again to the fact that we have 
an efficient means of removing these obstructions 
from the air passages. 


Chronic tube cases have been mentioned and it 
might be said in that connection that the reason 
for the chrenic tube case is the primary injury 
to the larynx. That is the old charge against 
the indirect method—inevitable trauma of the 
larynx. Suspension has been mentioned in this 
discussion. We would think it a great drawback 
in placing the tube by sight in that it would be 
an unnecessary addition to the equipment. 
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MEDICAL EDUCATION 


THE TEACHING OF PHYSICAL DIAG- 
NOSIS AND ITS POSITION IN 
THE CURRICULUM* 


By I. I. LEMANN, M.D., 
New Orleans, La. 


The pedagogics of the medical curricu- 
lum has properly and logically become of 
increasing importance. Conferences such 
as this are devoting more time to the re- 
arrangement of the curriculum, the redis- 
tribution of the hours and the considera- 
tion of the fundamental principles of 
teaching, and less. attention to the intro- 
duction of new subjects, no matter how 
meritorious, into the already crowded 
schedule. It is no longer simply a ques- 
tion of how much and how detailed infor- 
mation we may pour into the student 
mind, for that conception of the function 
of the medical school can go no further. 
The reductio ad absurdum has_ been 
reached. The limit of hours and minutes 
cannot be indefinitely stretched. Dr. Roy 
Lyman Wilbur has succinctly stated the 
problem in his address before the last An- 
nual Conference on Medicine, Education, 
Licensure, Public Health and Hospitals: 

“The development of the power of observation 
and of rapid honest, unbiased reasoning based 
on ascertained facts, is the specific problem be- 
fore the medical student. ... The fundamentals 
with which they must concern themselves [stu- 
dents] are: (1) sound basic training in methods 
of thought, memory and honest reasoning; (2) the 
ability to observe; (3) the ability to use books 
and the tools of the profession; (4) the retention 
of a sound body with acute trained senses; and 
(5) the mental accumulation of essential facts im- 
mediately available for use.” 

There is no place in the curriculum 
where the constant application of these 
principles is more important than in the 
course in physical diagnosis. It is at once 
the basis of all future clinical training and 
experience, and the first point of contact 
with medicine as an art. Too commonly 
there is a chasm between the fundamental 
branches and the clinical subjects, a phys- 
ical chasm represented by miles of separa- 


*Read in Conference on Medical Education, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 


tion between the university campus and 
the hospital and a mental, an intellectual 
chasm caused by the pedagogic failure not. 
only to bring into contact and correlation 
the facts of anatomy, physiology and pa- 
thology with the data obtained at the bed- 
side, but also to bring over into the clinic 
the scientific spirit of independent investi- 
gation typified by the laboratory. The 
teacher of physical diagnosis must give 
consideration, therefore, to three main 
things: (1) the method of his course; (2) 
its correlation with other parts of the cur- 
riculum; and (3) its content. 


For many years it has seemed to me. 
that the prime difficulty in teaching phys- 
ical diagnosis lay in the raw material be- 
fore us, i. e., the student mind, or rather 
in the inadequate and improper prepara- 
tion of that raw material. We have had 
to spend an undue portion of our limited 
time in cultivating a spirit of independent 
investigation and_ scientific curiosity. 
There has been always on the part of the 
student a too great readiness to be shown 
and too great willingness to accept without 
question the intellectual pabulum offered. 
The prime difficulty is due most of all to 
the faulty training in primary and second- 
ary schools. The inertia there acquired is 
not overcome by the routine of college lab- 
oratory and the perfunctory performance 
of set experiments. Nor do the college and 
professional schools attempt adequately to 
overcome the difficulty set before them. 
Not sufficient emphasis is laid upon the 
training of the mind and upon the correla- 
tion of acquired facts, and too much upon 
the acquisition of those facts. This atti- 
tude of mind should have been so thor- 
oughly prepared and cultivated that it has 
become instinctive by the time the student 
has reached his course in physical diag- 
nosis. The teacher of physical diagnosis 
has the responsibility of its further devel- 
opment and two further responsibilities, 
namely, that of training the eye, finger and 
ear in new methods, and that of introduc- 
ing the student to the art of medicine. 

For at the very onset the embryo doctor 
must be impressed with the fact that there 
is an art as well as a science of medicine 
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although ideally the two blend thoroughly 
one into the other. The student is no 
longer to deal with inanimate or inarticu- 
late things nor animals of a lower order. 
He is to consider his approach and his rela- 
tion to a fellow human, to appreciate that 
the ultimate reason for the calm, dispas- 
sionate investigation of the physical make- 
up and functioning of his subject is the 
relief of his suffering. His “subject” is 
now a “patient,” that is literally “one suf- 
fering.” In such a spirit of research, then, 
and of proper personal bedside conduct, 
must the course in physical diagnosis be 
conceived and carried out. 


Many of the methods of the laboratory 
may be adapted and many analogies de- 
veloped. First there must be a demon- 
stration of the methods to be employed and 
a discussion of the fundamental principles 
of physics which permit the evaluation of 
the data obtained by these methods. Then 
come, in logical sequence, the establish- 
ment of standards of normal and the la- 
keling of the abnormal. Each patient is 
to be regarded as a new problem to be 
solved as one solves an unknown solution 
in the chemical laboratory, applying the 
various tests of inspection, palpation, per- 
cuss on and auscultation as one applies the 
various tests at the chemical bench. There 
is constant need for correlating clinical 
phenomena not only w:th physical but also 
with anatomical, physiological and patho- 
logical data. 


In our school it has been the custom to 
give in the third trimester of the second 
year a preliminary course in physical di- 
agnosis, indicating the methods to be used 
and establishing the normal. For this the 
students practice upon one another. There 
is no discussion of abnormalities. Physical 
diagnosis proper is taught in the third 
year in small sections of about fifteen stu- 
dents, each section being taught by at least 
two, and usually three, instructors. This 
averages, then, about five students per in- 
structor. Because of our abundant indoor 
service which provides amply for our sen- 


ior students and leaves an abundance for - 


the juniors we have preferred to give the 
physical diagnosis in the wards rather than 
in the out-patient department as is usual 
in most schools. This indoor service per- 
mits a better adaptation of the laboratory 
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method. Two students are assigned to a 
patient and the instructors move from bed 
to bed, assisting, quizzing, elucidating and 
stimulating. When a group of two stu- 
dents have completed their examination of 
a patient they turn to an instructor to 
have their findings checked up and to un- 
dergo a quiz upon the interpretation of 
their findings. A record is kept of the 
grade obtained and also of the type of case, 
Each student’s card at the end of the 
course shows the number and type of cases 
he has seen and we try to distribute the 
cases so that each student’s experience is 
sufficiently varied. 


We think the ward preferable to the 
out-clinic not only because of the ease of 
adaptation of laboratory methods, but also 
because of the possibility of continuing the 
examination beyond one period. It has, 
however, the disadvantage that the stu- 
dents do not work as rapidly as they would 
be forced to in the clinic. Incidental and 
corrollary to the routine outlined the in- 
structors assemble multiple groups, say 
four or six students, for brief demonstra- 
tions and labeling of abnormal conditions. 
We say, for example: “Come here and lis- 
ten to these crepitant rales.” ‘Feel this 
thrill.” “Here is a capillary pulse to be 
seen.” Likewise we send successive pairs 
of students from their own patient to be 
shown another patient by other students 
whose patients have typical abnormalities. 


It is not always easy to make sure that 
the student is observing the same thing as 
the instructor. Just as in the laboratories 
of anatomy and pathology the student is 
required to make a drawing or diagram 
of what he sees, not only to make a record 
but also to insure his understanding, so in 
the clinic this might be used to a limited 
extent. It is particularly difficult to know 
that each and every student is hearing the 
same sounds we are hearing and this diffi- 
culty is not always or entirely obviated by 
the multiple stethoscope. A description 
of the sound by the student is helpful, as 
is also a comparison of it to some other 
well-known sound (rubbing of hair, gallop, 
whistle, snore). But most helpful, it seems 
to me, is the requirement that the student 
imitate or reproduce it by sounds made 
with mouth or hands, etc. Such a repro- 
duction of the thing heard is analogous to 
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the reproduction by drawing of the thing 
seen. However, students are not easily 
persuaded to try it. 


In addition to establishing “normals” 
and labeling abnormals, schemata are in- 
dicated for the analysis of phenomena. 
For example, respiratory types are ana- 
lyzed as to pitch, intensity, quality and 
relative duration of inspiration and expi- 
ration. Heart murmurs are analyzed as 
to the time of their occurrence and the area 
of their maximum intensity. 


The problem of correlating the course 
with physics, anatomy, physiology and pa- 
thology we attempt to cover in an amphi- 
theater demonstration once a _ week, to 
which the whole junior class comes. A pa- 
tient is shown and a student is called down 
to demonstrate and report to the class 
what he may observe. Preference is given 
to cases which present phenomena appar- 
ent to all on the benches, but this is not 
exclusively the case. A running quiz of 
the student in the pit and also of the entire 
class is developed. In these assemblies a 
general discussion is provoked of such 
topics as the explanation of the production 
of rales, of varying degrees of resonance 
and fremitus under different pathological 
conditions, of the cause of orthopnea, dys- 
pnea, edema; arrythmias, their classifica- 
tion and methods of their identification by 
bedside methods without instruments of 
precision, etc. 


Reference has been made already to the 
position of the physical diagnosis course 
in the curriculum. In the days before the 
concentration of the pre-clinical subjects, 
I was introduced at once to the study of 
physical diagnosis coincidently with that 
of anatomy and physiology. My colleagues 
and I knew hardly more than the existence 
of heart, lungs and liver and our notions 
of their location were quite dim. .Much 
vaguer still were our ideas as to diseased 
conditions that might occur in these or- 
gans. It is true that we gained some- 
thing in point of time and something, too, 
in the immediate interest in all things med- 
ical which is lost to some extent in the 
detached attitude incident to the isolation 
of the fundamental branches. We did not, 
however, have the fundamental knowledge 
necessary to correct judgment of the 
things we were shown. Some have begun 
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to agitate for the return of the former 
method and to insist upon the desirability 
of the student’s association with things 
medical from the earliest point in his 
course. I have seen both methods tried 
and with all its weaknesses I prefer the 
present to the former one. An adaptation 
can possibly be made, but it seems to me 
that that adaptation cannot possibly pre- 
cede some knowledge of anatomy and phys- 
iology; in other words, that the student’s 
contact with things medical cannot be 
profitable before the latter part of the sec- 
ond year. 

Finally, we must consider the content of 
the course. For the sake of information 
we might wish it to be as extensive, as va- 
ried as possible; for the sake of thorough- 
ness it must be intensive. It seems to me 
that the latter consideration must have 
priority ; that repetition and drill in meth- 
ods is more important than the variety of 
experiences and accumulation of knowl- 
edge of comparatively unusual conditions. 
The student must have indeed “the mental 
accumulation of essential facts immedi- 
ately available for use” which Dr. Wilbur 
has set down as fundamental, but we can- 
not and ought not to make any pretense of 
extending that accumulation beyond a rea- 
sonable average in the space of our course. 
The latter cannot be expected to be all- 
comprehensive. It can merely set forth 
the usual and ordinary and frequent w th 
perhaps now and then the exhibition of an 
unusual or curious case as a bit of spice. 
as a stimulant to the interest and imagina- 
tion of the student. After all, we return 
in summary to the fundamental idea that 
all we can do is to train the student. We 
must acquire his own experience and hi3 
own information. 


DISCUSSION 


Dr. Charles L. Minor, Asheville, N. C.—The 
subject is very important and interests me be- 
cause I am in position to judge somewhat of the 
success of instruction in physical diagnosis in 
this Country. In the twenty-eight years I have 
worked in a resort I have of course had a great 
many cases sent me by all sorts of men. At all 
times I see a great deal of careful work, and 
some careless work, but I am perfectly satisfied 
that the average work that is being done in 
physical diagnosis in the United States today is 
far better than it was twenty years ago and is 
definitely on the up-grade. Mistakes are fewer 
and reports of findings are more accurate. 
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One of the things we find lacking in the teach- 
ing of physical diagnosis is a proper system, a 
definite routine. We all know that routine, if 
he is not careful and follows it slavishly, can 
ruin a man’s work, but without a satisfactory 
routine he is bound to fall into error. The 
average student or young physician does not fol- 
low a routine. He takes some of the steps of a 
physical diagnosis and leaves the other alone; and 
yet one small step, in itself perhaps not very im- 
portant, may give us the final point by which 
we can make a correct diagnosis. Take the mat- 
ter of proper inspection, one of the very most 
important things. I am sure that those who 
teach will agree that in most cases the inspec- 
tion is so slight and careless as to be made of no 
value at all. 

I would speak also of another difficulty. Per- 
sonally, I find that I cannot make a satisfactory 
examination of a patient lying in bed. To do 
thorough and satisfactory work I want my pa- 
tient sitting up. I think so far as it is possible 
the student should work on the erect patient first, 
before he comes to the patient who is lying down. 

Another thing that is neglected is a very care- 
ful mapping out of organs. That is very often 
omitted. Mapping the lower border of the lungs, 
mapping out the heart—all the various organs— 
has an anatomical as well as a diagnostic value, 
but I think it is often neglected. 


Physical diagnosis is a question of great deli- 
cacy and care, extremely careful observation, 
notation, and then a logical correlation of find- 
ings. But, after all, the essence of success in 
physical diagnosis, outside of common sense, is 
a sygtematic and intelligent following of careful 
routine, from which we deduce the truth. 


Dr. Louis Hamman, Baltimore, Md.—After all, 
physical diagnosis is the ground work of our pro- 
fessional activities. It will profit a man nothing 
to have the most detailed information about the 
natural history of disease provided he cannot 
rely absolutely upon the information he gets by 
means of physical diagnosis. If the facts upon 
which he bases his reasoning are wrong, then 
certainly his conclusion must be equally wrong. 
The method that has been used at the Johns Hop- 
kins Hospital for a number of years is to give 
the second year students a preliminary course 
in physical diagnosis. They are taught the fun- 
damental principles of percussion and ausculta- 
tion and the technic used in the praetice of these 
arts. In the third year the students study pa- 
tients in groups of five or six. It is the object 
of this instruction to allow the students to do 
the work themselves and the instructor is there 
simply to help them over difficult places. In this 
course in physical diagnosis the students should 
learn to appreciate physical signs and to draw 
correct conclusions from them. However, it is 
not a part of the course to teach them the cl'nical 
course of disease. The important thing is that 
they appreciate the signs that are present and 
that they understand their significance as far as 
the physical condition of the organs causing the 
signs is concerned. 


I agree with Dr. Minor as to the great advan- 
tage of having a patient sitting up in examining 
the lungs. I myself never feel altogether safe 
in my conclusions about the condition of the 
lungs if I must make the examination on a pa- 
tient lying in bed. Gross lesions are easily de. 
tected, but I think it is difficult to be sure about 
the slighter changes. 

I think at times too much emphasis is placed 
upon the terms that are used to designate the 
findings of percussion and auscultation. I need 
only remind you of the varying terminology ap- 
plied to rales. The important thing is for the 
student to appreciate clearly and to be able to 
describe accurately what is seen and felt and 
heard, I believe at the beginning of physical 
diagnosis it is a distinct disadvantage to use spe- 
cific terms. Students should be encouraged to 
tell what they observe in their own words with- 
out using such specific terms as thrills, crepitant 
rales, presystolic murmur, and so on. If they 
describe accurately what they observe and then 
try to infer from this observation what changes 
have occurred in the organs, they will have a 
clearer conception of the use and value of per- 
cussion and auscultation than if they describe 
their observation in terms that have an accepted 
implication. Nor do I feel that students should 
spend too much time in the examination of nor- 
mal persons. It is important for them to do 
this to acquire the technic of percussion and 
auscultation. But, after all, what we consider 
normal is in contrast with the abnormal. In or- 
der to emphasize that part of the normal which 
it is important for the student to recognize as 
normal, it must be contrasted with the abnormal. 
No student would be able to make this important 
contrast from examining normal persons alone. 


Dr. Frank K. Boland, Atlanta, Ga.—So far we 
have spoken of physical diagnosis as it relates 
to medical conditions, especially of the chest. I 
think it is well also to remember its importance 
in surgical conditions, especially of the abdomen. 
No one method of diagnosis is so important to 
my mind as the method of physical diagnosis. It 
far excels any method of the laboratory, and for 
this reason this subject should be well taught 
and an adequate number of hours given to it in 
the curriculum. I have noticed in some in- 
stances a tendency to turn this important sub- 
ject over to young men; but I think that is a 
mistake. I feel, on account of the importance 
of this subject, that it should be handled by men 
not only of ability but of vast experience. I do 
not think a man can handle this subject well 
unless he has years of experience back of him. 


Another point I want to make is that if this 
subject is not well grounded into the student at 
the time of his clinical work he will always be 
faulty in his diagnosis. If he gets good ground 


‘work in physical diagnosis in the latter part 


of his second year, as Dr. Lemann mentioned, it 
will always stand him in good stead. If he does 
not get the principles well grounded at that time 
he will always be shy on physical diagnosis. 
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Dr. Robert Wilson, Jr., Charleston, S. C.—I 
agree with Dr. Lemann that the proper place to 
teach physical diagnosis is in the wards. We 
have been using the wards for teaching physical 
diagnosis, and not the out-patient department, 
for several years, and I am confident that we 
get better results. 

The time to begin the teaching of physical diag- 
nosis is a mooted question. We begin in the 
second half of the second year and, as Dr. Le- 
mann has said, there is a tendency now to begin 
even earlier. One of the weaknesses in our 
method of instruction is a lack of correlation be- 
tween the departments of anatomy and physi- 
ology and the clinical departments. Students so 
often find in taking up the study of physical diag- 
nosis that they have forgotten a great deal of 
their anatomy and physiology, which I believe 
would not be the case if these subjects were not 
taught in complete dissociation from the clinical 
subjects. The departments of anatomy and 
physiology could use advantageously the material 
in the wards for demonstrating anatomy and il- 
lustrating physiological conditions. 


I am in accord with Dr. Minor and Dr. Ham- 
man in saying that the upright position is more 
satisfactory than the recumbent in making phys- 
ical examinations of the chest. In my own prac- 
tice I usually have the patient in a sitting posi- 
tion unless he is too ill. 

I was glad to hear Dr. Boland point out that 
physical diagnosis should not be confined to the 
chest, but should include the entire body. There 
has been too much of a tendency to designate 
physical diagnosis as meaning only examination 
of the heart and lungs. 


Dr. W. McKim Marriott, St. Louis, Mo.—In 
the teaching of physical diagnosis it is impor- 
tant to realize that physical signs are different 
in children from those in adults. What may 
be normal in an adult is abnormal in a child, or 
vice versa. A student has not really learned 
physical diagnosis until he knows iton both 
adults and children, and this should be taken 
into consideration in any course in physical diag- 
nosis. 


In the Washington University School of Medi- 
cine we adopted some years ago the plan of teach- 
ing physical diagnosis to students in two parts, 
one part with adults and the other part in the 
same year with children. 

Dr. Lemann (closing).—The real thesis I wish 
to present is that the teaching of physical diag- 
nosis, as the teaching of other branches of medi- 
cine, should be a matter of scientific pedagogy. 
We have been physicians too much and teachers 
too little in relation to our students. We have 
let our curriculum simply grow up and have not 
guided it. There has been no scientific develop- 
ment of the curriculum as a matter of pedagogic 
Practice. That is the thesis I wish to present. 
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THE USE OF THE DISPENSARY IN 
THE TEACHING OF CLINICAL 
MEDICINE* 


By Louis HAMMAN, M.D., 
Johns Hopkins University, 
Baltimore, Md. 


Interest has stimulated me to hope that 
dispensary practice and teaching may 
some day be raised to the position of use- 
fulness and dignity they deserve to oc- 
cupy. It is unnecessary to say that med- 
ical work in the dispensary has not and: 
does not now approach the standards de- 
manded of private and hospital ward prac- 
tice. The care of patients is for the 
greater part superficial and inadequate; 
students see and, therefore, are taught 
hurried and slovenly practice; the staff 
lacks enthusiasm and labors through an 
impossible burden of work without stim- 
ulus and without encouragement, driven 
on not by the reward of the work itself 
but by the hope of promotion that will put 
the drudgery behind. You may point to 
some clinics where these conditions do not 
exist, but for most dispensaries the 
statements are true. It is possible under 
proper conditions to give the highest type 
of medical service in the dispensary; to 
have an adequate and enthusiastic staff 
eager to profit by the opportunities pre- 
sented; to teach many things better than 
they can be taught in the ward and some 
things that cannot be learned there at all; 
and to produce investigations and clinical 
observations as important as the best con- 
tributions that come from hospital ward 
and private practice. 

The chief difficulty with our dispensa- 
ries is that up to a very recent time they 
have occupied a subordinate and insignifi- 
cant position in the hospital organizat'on. 
All thought and attention have been lav- 
ished upon the ward, and the dispensary 
has received scant consideration. It has 
been allotted inadequate quarters and 
equipment, and the staff has been forced 
to shoulder an amount of work it could not 
carry. In many instances it is frankly 
avowed that the chief function of the dis- 


*Read in Conference on Medical Education, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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pensary is “to feed” interesting material 
to the ward. In planning the wards a 
specific number of beds are supplied and 
a staff is chosen large enough to care sat- 
isfactorily for this specific number of pa- 
tients. If the beds are filled and more 
patients apply for admission they must be 
refused. Many worthy patients badly in 
need of medical care are turned away, 
but this is not thought heartless or in- 


different; it is only the unfortunate neces- 


sity imposed by restricted accommoda- 
tions. In planning the dispensary, avail- 
able rooms are chosen often without re- 
gard to the use that will be made of them, 
and a staff is appointed to care for the 
patients. How many patients will come 
is unknown, but no matter how many come 
they must be seen in quarters large or 
cramped, by a staff adequate or inade- 
quate. There is no fundamental differ- 
ence between turning patients away from 
the dispensary because they cannot be 
properly cared for and turning patients 
away from the hospital because the beds 
are filled, yet the suggestion to run a dis- 
pensary on this plan has always met in- 
flexible disapproval. It seems but common 
sense to urge that a dispensary be organ- 
ized to do a specific amount of work. 
How can it be organized properly upon 
any other plan? Let it be decided upon 
the basis of available space, available 
money and available clientele, what num- 
ber of patients can be cared for, and se- 
cure a staff large enough to give the best 
service to this number. If more than the 
maximum number apply they should be 
turned away and given preference upon 
the following day. 


Another difficulty with our dispensaries 
is the lack of encouragement given the 
staff in facilities and in preferments. As 
a consequence, dispensary positions are 
held as stepping-stones to more desirable 
hospital connections and are gladly aban- 
doned at the first opportunity. Apoint- 
ments to ward service are eagerly sought; 
appointments to dispensary serv are 
accepted as tentative and _ undesirable 
drudgery. Burdened with an impossible 
task, the dispensary physician hurries 
away patient after patient shamed by the 
consciousness of superficial attention. 
During the time that he might see three 
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or four patients without unnecessary 
haste he has often to serve two and three 
times as many. Suitable clerical assist. 
ance is usually denied and in addition to 
rendering medical service he must act as 
his own clerk. No positions of dignity 
and prominence are open to reward his 
labors. Failing to secure a coveted ward 
service, he is happy if he can urge the de- 
mands of a growing practice as an excuse 
for resignation. 


This attitude toward the dispensary is 
unwarranted and hampers its develop- 
ment. With good equipment, an adequate 
clerical force and a proper adjustment 
between the number of patients and the 
size of the staff, the work in the dispen- 
sary may be made as accurate, as interest- 
ing and as valuable as the work in the 
wards. Problems await solution in the 
dispensary that cannot be approached in 
the wards. With improvement in dispen- 
sary practice dispensary appointments 
will rise in dignity and importance. It 
will require but little change in organiza- 
tion to put dispensary service on a par 
with ward service and to make dispensary 
positions as desirable as ward appoint- 
ments. The younger men working in a 
dispensary must see ahead of them promo- 
tion to reward faithful and efficient serv- 
ice. On the wards there are internes, a 
senior resident staff, a junior visiting staff 
and a senior visiting staff. Some similar 
progression must be established in the dis- 
pensary and each advance must bring 
with it lessened routine duties, but greater 
responsibility. Such positions would be 
worth working for and would be sufficient 
stimulus to command the best and undi- 
vided interest of the dispensary staff. 

It is a matter of frequent comment how 
few clinical observations of importance 
have come from medical dispensaries, and 
how few men have risen to positions of 
prominence on the basis of dispensary 
achievement. Considering the volume of 
material handled in a dispensary, this is 
at first glance a serious criticism, but 


when one thinks of the inadequate facili- 


ties with which the work has been done 
and the pressure under which the staff has 
worked, it is in no way remarkable. Some 
important contributions have come from 
dispensaries and still more will come when 
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proper organization allows le‘sure and op- 
portunity for careful observations. To the 
wards go mostly the acutely ill and pa- 
tients in the stage of broken compensation 
from chronic disease. The early stage of 
these chronic diseases comes under ob- 
servation in the dispensary, and here is 
one field which, properly cultivated, alone 
will yield a rich harvest of useful observa- 
tion. 

It may seem that I am h‘tting far from 
the mark to speak of dispensary organiza- 
tions, when I have been asked to speak 
about the teaching of medicine in the dis- 
pensary, but the two are indissolubly 
bound together. The student learns more 
from the routine work that he observes 
than from the particular phases of the 
work that are culled out and held up for 
edification. The handling of the average 
patient impresses him more than learned 
discussion upon particular instances of 
disease. He must see in the dispensary 
as well as in the ward the kind of practice 
upon which he is to model his own prac- 
tice in later years. I ask you teachers of 
medicine if you are willing to hold up the 
dispensary practice with which you are 
familiar as such a model? Until dispen- 
sary practice can be pointed to as model 
practice, all talk of adequate dispensary 
teaching is vain. 

Up to the present time, teaching in the 
dispensary has followed chiefly two chan- 
nels, the teaching of phys‘cal diagnosis 
and the teaching of medical diagnosis 
in clinics. The dispensary abounds with 
the most varied instances of particular 
lesions which the student must learn to 
recognize. He becomes acquainted with 
the instruments of his profession and 
learns to gather with their aid the inval- 
uable data upon which diagnosis rests. 
This is the very foundation of practice. 
The most profound knowledge of the 
natural history of disease is of little use 
when skill in examining a patient is 
wanting. The teaching of physical diag- 
nosis has usually been done in small 


groups in the dispensary and I believe 
has generally been well done. 


In dispensary clinics students usually 
first approach the art of diagnosis. The 
history and physical findings are detailed 
and from the assembled data inferences 
are drawn. There is a charm about well 
conducted dispensary clinics that more 
elaborate presentations often miss. Their 
impromptu character calls for keen ob- 
servation and brilliant inference. Can 
anyone fortunate enough to have attend- 
ed the dispensary clinics of Osler ever 
forget the charm with which he invested 
them? In such off hand contact with 
patients his clinical skill rose to its high- 
est level and his great teaching powers 
were most brilliantly displayed. 


The criticism has been made that dis- 


pensary clinics give only a cross section 
of disease, a vivid picture of an illness at 
a given moment of time. The develop- 
ment of symptoms, the progress of the 
disease and the modification of the pro- 
gress by treatment are missed. We 
should, of course, aim to give students a 
clear, consecutive picture of the natural 
history of disease. They should also be 
given the opportunity to test the accuracy 
of diagnostic predictions by the subse- 
quent course of events. As dispensary or- 
ganization improves and a closer watch 
is kept upon patients it will be simpler to 
follow them throughout their illness. In 
some clinics students follow the patients 
they present and keep the class informed 
as to subsequent developments. 


The one phase of dispensary teaching 


that has not yet been developed is the diag-- 


nostic study of the routine patient. Stu- 
dents acquire a degree of practice in his- 
tory taking and have their physical find- 
ings more or less carefully checked, but 
there is no opportunity to follow the 
study of the patient from beginning to 
end. Such a study comprises the history, 
the physical examination, the necessary 
laboratory investigations and detailed 
examinations in special departments. 
When all of these data are accumulated 
the final diagnosis is made and a plan of 
treatment suggested. This represents the 
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most difficult and finished type of dis- 
pensary teaching, the actual introduction 
to real practice. In order to carry it out 
successfully the dispensary must be or- 
ganized on a higher level than most dis- 
pensaries at present are. Not only must 
the work of the medical department be 
carried on satisfactorily but the system 
of consultation with special departments 
must work expeditiously and efficiently. 


To profit by such instruction the stu- 
dent must have finished his training in 
the fundamentals of clinical observation 
and laboratory technic. Most dispensary 
teaching is now done in the second and 
third years. Physical diagnosis and dis- 
pensary clinics belong properly to that 
period of study but it seems to me that 
before his fourth year the student is hard- 
ly ripe for the difficult and intricate 
problems that dispensary diagnosis pre- 
sents. In the ward nearly all of the pa- 
tients are acutely or seriously ill and pre- 
sent clear cut pictures of disease. In the 
dispensary the most varied material is 
encountered and it requires the highest 
skill successfully to analyze the situations 
presented. Here patients with serious 
complaints and minor ailments contrast 
with the patients who complain lightly 
e~d yet harbor mortal disease. Here are 
the wrecks of economic pressure, of so- 
cial distress, of infect’on, of the wear and 
tear of life. The phys‘cian must careful- 
ly and systematically scrutinize all, assort 
and reassemble the material, and fit his 
treatment to the most exacting demands. 
The student sees therapeutics that is not 
treated of in pharmacology, that touches 
religion, sociology, hygiene and all the 
other varied activities of man. 

In this medley of complaints and disor- 
ders full of clinical and human interest, 
the student finds a counterpart of what 
his own practice will later be. The dis- 
pensary cannot teach medicine as_ it 


should be taught until it shows the stu- | 


dent a model of what this practice 
rightly attended to may become. 


Discussion follows paper of Dr. Cohn, page 314. 


THE USE OF THE DISPENSARY IN 
THE TEACHING OF CLINICAL 
SURGERY*} 


By ISIDORE COHN, M.D., 
Professor of Clinical Surgery, Tulane 
University, 

New Orleans, La. 


A dispensary represents a community 
service. It should be an _ institution of 
mutual service, equal to the lay commu- 
nity and to the medical profession. This 
ideal can only be realized when certain 
fallacies which exist in the minds of the 
profession have been corrected. 

The chief among these which should oc- 
cupy our attention are: 

(1) A dispensary should not be regard- 
ed in the light of a feeder for an indoor 
service. 

(2) It should not be considered a dress- 
ing station. 

(3) The prevalent idea that the most 
inexperienced recent graduate should be 
allowed to have charge of a dispensary 
unsupervised is harmful to the patient 
and the physician. 

When regarded as an admitting dis- 
pensary, perfunctory service is given to 
cases other than prospective operative 
cases; when utilized as a dressing station 
an orderly may well substitute the attend- 
ing surgeon; and when left to the most 
inexperienced members of the staff, the 
patient fails to receive the highest type of 
service and the attendant may develop 
habits which will not bring out the best 
which he is capable of producing. 

In the recent great war the fallacy of 
having the most inexperienced at or near 
the front was soon realized and operating 
teams having the best men soon replaced 
them. 


If teaching is to be done in the dis- 
pensary, I hold that we must have some 
of the most capable men attached to the 
staff to do this teaching. Let me state at 
the outset that I hold that the dispensary 
is one of the most valuable assets of our 


*From Surgical Division, Touro Infirmary. 

+Read in the Conference on Medical Education, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 
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curriculum when the teaching is done with 
a view of rendering service. 

Clinical surgery as taught in an ideal 
clinic is as valuable as bedside instruction 
on the medical service. 

At Tulane one of the most valuable 
teaching clinics has been the so-called 
“Dry Clinic” of Professor Matas on Thurs- 
days. Cases are presented to the classes 
and differential diagnosis and treatment 
are discussed. It is not such a thing as 
can be prepared by the lecturer, nor have 
we typical text book pictures to present. 

In a modest way others may organize 
a dispensary for teaching clinical sur- 
gery. When teaching is to be done it is 
essential that the instruction of students 
will not interfere with the service to be 
rendered the patient. In order to accom- 
plish this one must have qualified assist- 
ants who will “carry on” during the hour 
of class work. 

It has been our policy to give instruc- 
tion in a room apart from where the ordi- 
nary dressings are done. 

Some may ask what are some of the ad- 
vantages of teaching clinical surgery in a 
dispensary ? 

As a teaching institution from the sur- 
gical point of view the dispensary offers 
opportunities for a review of anatomy and 
the application of your knowledge of the 
subject for the benefit of the patient. 
This may well be illustrated in the teach- 
ing of fractures. The proper knowledge 
of muscle origin insertion and action can 
be taught. When this is understood the 
student can follow logically the appl'ca- 
tion of methods of reduction which at- 
tempt to bring about an equilibrium of 
forces. Without such a knowledge of 
anatomy the student must memorize the 
particular methods taught. I hold that 
the ideal method of teaching any subject 
should be analytical and synthetic and not 
a memory test. Teachers in dispensaries 
must of necessity be students of experi- 
ence and not recent graduates. 

Every effort should be made to combat 
as far as possible memory work and sub- 
saga for it methods of logical deduc- 
ion. 

Teaching clinical surgery in dispensa- 
ries develops the powers of observation. 
It should be made clear that I am not ad- 
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vocating individual case work but rather 
demonstration of individual cases to 
small groups of students. It is not our 
policy or belief that dispensaries can be 
utilized for teaching clinical surgery if one 
teacher in a limited period “farms out” a 
case to each of ten students and then 
spends a few minutes with each student 
on his case. 

In a dispensary one can demonstrate 
the principles of surgery which the stu- 
dent has been taught in the didactic 
courses. 

This presupposes that teaching is being 
done in well organized dispensaries where 
the principles of asepsis are considered as 
sacred as they are in the main operating 
rooms of the institution. There is no bet- 
ter place for teaching traumatic surgery 
of the ambulant type. 


Differential diagnosis can be taught par- 
ticularly well in a dispensary if the sur- 
geon has vision. Since‘one cannot always 
have on hand for purposes of differentia- 
tion the various conditions with which the 
case in point may be mistaken, he can at 
least have a fairly adequate substitute by 
collecting photographs of type cases which 
come under his observation. For exam- 
ple, a patient presents. a cervical mass. 
If one has collected a series of photo- 
graphs of the many conditions, benign or 
malignant, acquired or congenital, acute 
and chronic infect‘ons, blood dyscrasias 
and the like, the student can be and is in- 
terested by such discussion. 

Without such a presentation the student 
may be prone to make a diagnosis which 
will be proven wrong by one who has been 
taught by more careful and painstaking 
methods. 

The student in after life reflects the 
character of his teachers to some extent. 
It adds to the glory of the institution and 
to the satisfaction of the teacher if he has 
served as a stimulus for others. The dis- 
pensary offers such an opportunity in the 
teaching of clinical surgery. 

METHODS 

It has been suggested that the methods 
adopted in our dispensary might prove of 
interest. 

A case is presented to the class. If it 
is an injury the history is obtained. An 
attempt is made to have the student real- 
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ize that loss of function is the result of a 
loss of equilibrium of forces and that in 
order to interpret this disability properly 
he must know the groups of muscles which 
have been rendered inactive by the acci- 
dent. Students are taught to make their 
examination in a systematic manner by 
inspection, palpation, mensuration, the 
roentgenogram, and manipulation. 

Great stress is laid on the value of in- 
spection. The attitude of the patient, 
change in the axis of the limb and other 
evident deformities must be noted by the 
student. 

We are all too familiar with the ten- 
dency to lay hands on the patient to de- 
termine the points of abnormal mobility 
and crepitus. Our students are impressed 
with the idea that by a properly taken his- 
tory, inspection and gentle palpation one 
can often arrive at the diagnosis, provided 
he interprets what he sees in the light of 
his anatomy. 

In the course of the examination of an 
injury about a joint, all of the possible 
conditions are discussed and eliminated 
so far as possible. 

The proper interpretation of the x-ray 
plate is freely discussed, particularly if 
the patient happens to be a child. The 
normal epiphyses are so often misinter- 
preted as fractures and epiphyseal sepa- 
rat.ons that we illustrate each joint at all 
ages by lantern slides. In this way the 
student becomes familiar with a subject 
about which there is a rather general mis- 
understanding. 

The class witnesses the reduction of the 
deformity and the application of the 
proper splints. All of the dangers inci- 
dent to improper splintage and bandaging 
are discussed, when possible cases of Volk- 
mann’s ischemia are presented, to illus- 
trate one of the complications which 
should make them, as conscientious men, 
consider the subject of their work seri- 
ously. 

A case is then followed during its after- 
care. In our dispensary, wound treat- 
ment is discussed and illustrated. The 
students have the opportunity to see the 
value of debridement and the various an- 
tiseptics. 

Infection of the hand and finger felons, 
tendon sheath infections and the like are 
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discussed after the plan of Kanaval and 
the principles of treatment applied in the 
presence of the students. Differential 
diagnosis of any surgical condition can 
be taught in the dispensary in as satisfac. 
tory a manner as anywhere else. 

The lantern slide, photographs, speci- 
mens and x-ray pictures are valuable aids 
in teaching. 

One thing is necessary beside material 
with which to teach, that is, enthusiasm 
on the part of the teacher. 


DISCUSSION 
Papers of Dr. Hamman and Dr. Cohn. 


Dr. Randolph Lyons, New Orleans, La—It 
seems to me that the present status of the clinic 
makes teaching difficult. In other words, until 
medical men themselves, and lay people, appre- 
ciate the value of much better clinics and what 
they can do for humanity, teaching will be dif- 
ficult in clinics. One of the reasons for this Dr. 
Hamman mentioned—insufficient help. The ma- 
jority of clinics are overcrowded. They do not 
limit the number of patients, so that when it 
comes to teaching medicine in the out-patient de- 
partment it is a difficult problem. In the wards 
in New Orleans we are very fortunate in having 
a great deal of material, and we are able to use 
for teaching purposes in many instances patients 
who are able to sit up, although I must say that 
I do not think the examination of patients in 
the reclining position is good experience, not only 
for the student but the physician, because we 
all have to examine many of our patients in bed 
and it certainly does make the physical signs 
more difficult to interpret. For instance, the re- 
spiratory sounds over a lung that is compressed 
by the patient’s lying on the side are certainly 
different from those in the lung which is not 
compressed. 

These points, while small, are important, and 
I try to bring them out to my students, that we 
ought to expect different signs in a patient lying 
down from one sitting up. 

I appreciate Dr. Hamman’s paper very much 
because he has pointed out the evils that most 
of our clinics have to contend with. If we could 
have clinics such as he describes, with the proper 
amount of clerical help, the proper amount of 
space, and limited number of patients, it would 
be an ideal place to treat patients and teach med- 
icine. 

Dr. Douglas VanderHoof, Richmond, Va.—l 
would like to think that these two papers could 
be given wide circulation. We realize that it is 
in the dispensary that the student gets his first 
introduction to clinical medicine, and the respon- 
sibility for teaching there is great. Yet, as Dr. 
Hamman has brought out so clearly in his paper, 
the dispensary teaching leaves very much to be 


' desired. Of course it is true that we have good, 


bad and indifferent dispensaries; but I would like 
to see, from the standpoint of our effectiveness 
as teachers, a survey made of the teaching dis- 
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pensaries throughout the Country. I remember 
so well in my student days the contrast between 
the work in the dispensary and in the wards. It 
is not so many years ago that in the dispensaries 
in this section of the Country practically no 
laboratory work was done on the patients. We 
had one microscope that stood on a window sill, 
and once in a while a little fresh blood was ex- 
amined under it. Urine examinations were not 
made. Then by contrast in the wards we found 
the patients well studied. In some respects it 
would be better if the dispensary could be elim- 
inated and if the student got his first introduc- 
tion to clinical medicine in the hospital ward 
where he could see the patient properly studied. 

I have done a good deal of teaching in the dis- 
pensary, and have always dreaded it, for the 
reason that while in the course of private work 
one may see four or five patients a day that can 
be adequately studied, in the dispensary one may 
see in two hours ten or fifteen patients, who as a 
rule are not intelligent enough to give any as- 
sistance in taking the history or when it comes 
to discussing treatment. How much more dif- 
ficult it is to try to treat a stupid individual 
than one who is intelligent! I have often said 
that the best patients I have are lawyers. I 
would rather treat them than any other class of 
individuals, because they are trained to accept 
facts and analyze them. 

Then again, the personnel of the teachers has 
been rather indifferent. As Dr. Hamman said, 
teaching in dispensaries has been relegated to 
men who have not had experience in teaching in 
the wards. Recently in the Medical College of 
Virginia we have put into effect a little scheme 
that I think will prove helpful. We have what 
we think is a very good dispensary. All patients 
have routine blood and urine examinations made, 
including the Wassermann test. In this respect 
the dispensary is good, but we have always had 
difficulty in manning the medical department in 
the dispensary. Now we are putting into effect 
this scheme: each chief of clinic is asked to 
choose his own assistants. Each chief serves six 
months, coming to the dispensary two days a 
week. We encourage the chief to select his own 
assistants, men who are friends of his and will 
be loyal to him and work with him harmoniously 
and try to establish an excellent clinic; men who 
will be faithful in their attendance. Then we 
encourage the chief, if he is especially interested 
in one phase of medicine, to emphasize this, so 
that gradually we hope on Mondays and Thurs- 
days, for instance, to have those patients that 
are suffering with gastroenterological troubles; 
on Tuesdays and Fridays, heart cases; and on 
Wednesdays and Saturdays, another group of 
cases, etc., having the men who are interested 
in certain phases of internal medicine take care 
of a certain class of cases. Of course they all 
have to take care of any patient who first ap- 
Plies on that day. We are not trying to special- 
we within the department of medicine, but we 
+ od trying to arrange certain clinics on certain 

ys. 

I think Dr. Hamman’s paper was unusually 
clear, and I think the most important point he 

ught out was the fact that if we could limit 
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the attendance of patients at the dispensary each 
day we certainly could do much better work. 


Dr. M. L. Graves, Galveston, Tex.—I think we 
are indebted to Dr. Hamman and Dr. Cohn for 
their effort to dignify the dispensary service. 
Until that is done we shall find that it will con- 
tinue in its more or less dull and deadly routine. 
Yet all have their individual problems. When 
we visit the larger clinics of the Country, such 
hospitals as the Barnes Hospital, in St. Louis, 
and see their elaborate out-patient departments, 
their staffs and their fine organizations, it is 
sometimes discouraging to men from a smaller 
institution where they have smaller quarters and 
a smaller clinic to handle the patients. 


At Galveston for a number of years we had 
great difficulty with the out-patient service in 
the dispensary. Then we reorganized, and it 
has been working much more satisfactorily. That 
clinic is now in charge of one of the associate 
professors of the institution, who acts as general 
superintendent of the service and as executive 
officer directs its functions. The medical clinic 
in my own department is in charge of the asso- 
ciate professor of medicine, who has had years 
of experience as a teacher of laboratory methods, 
and also as a teacher of clinical medicine. We 
do put new members on the staff of the dispen- 
sary, but associated with the experienced. All 
the members on the medical staff successively 
serve in the out-patient department, and they 
are under the supervision in my department of 
this associate professor of medicine who has had 
experience. There is an effort to make the teach- 
ing service not merely second in importance to 
the treating service, but a very important and 
coordinate branch of the service. We send our 
men into the clinic for two-hour periods three 
times a week, because we feel that if the men go 
only twice a week or less they will not be able 
to keep track of their cases sufficiently well to 
utilize the highest clinical values. 

Then, too, there are problems that confront 
some of us in the South that do not confront 
those in the East, where you have no color line. 
Where we have a large negro and Mexican popu- 
lation and they have to come to the same clinic, 
unless we have a large amount of room and a 
well organized staff, there is a tendency on the 
part of the negro class to limit the teaching 
value of the white cases. I feel if these clinics 
could be organized as we are going to do, with 
separate departments, particularly in separate 
buildings, with the staff well organized, we 
would have not only the highest teaching value 
for the students, but the best service to the 
patients. 

Dr. Charles L. Minor, Asheville, N. C.—I can- 
not agree with Dr. VanderHoof. He does not 
think that the student should go first to the dis- 
pensary. Dr. Hamman, on the contrary, thinks 
the dispensary represents the patients the student 
will have when he gets into practice; and I think 
Dr. Hamman is right. The difficulties are great, 
but, after all, in the dispensary, if it is run prop- 
erly, you get exactly the conditions that the 
young man will get in his office: the sizing up 
of the case quickly, the proper taking of history, 
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i. e., meeting the thing without all the assistance 
he has in the wards. He cannot have all these 
things in his office. Do you not remember when 
you first came out of the hospital how you missed 
the nurses’ help when you had to do it “on your 
own?” 

Dr. Hamman has put his finger upon the fun- 
damental point, that dispensary positions are a 
temporary stop-gap which men do not regard se- 
riously. If there is some way worked out by 
which dispensary positions can be made desirable, 
so that an active physician can still enjoy his 
association with the dispensary, then dispensary 
practice can be shown to the students in the right 
way. The student will not have all the assist- 
ance he has in the ward, but when a patient 
walks into the office and sits down you are con- 
fronted with the same thing as in the dispensary. 
I think the dispensary is the ideal place to intro- 
duce men to the practice of medicine. 

Dr. Robert Wilson, Jr., Charleston, S. C.— 
These papers are of great importance, indicating 
one of the weak points in clinical teaching, and 
at the same time emphasizing the immense value 
which dispensary instruction has in the teaching 
of medicine. 

It is almost the universal custom for the stu- 
dent to receive his first introduction to medicine 
in the dispensary, but I question if it is wise to 
do so. I am inclined to believe that senior stu- 
dents would get a great deal more out of the 
dispensary if they had been prepared by work 
in the wards. Patients also would receive bet- 
ter service. In the dispensary we see ambulant 
patients whose symptoms are often rather vague, 
and more experience is required to handle such 
cases than is possessed by junior students. If 
the student had his first contact with medicine 
in the wards, where he meets well developed cases 
and where he has the opportunity for much more 
careful study, he would be in a better position to 
analyze the early cases which he meets in the 
dispensary. 

In our school both junior and senior students 
serve in the dispensary, the juniors acting as as- 
sistants to the seniors. I am not sure that we 
have worked out an entirely satisfactory system, 
but I believe that both students and patients 
receive more benefit than if juniors alone were 
assigned to the dispensary. 

Another weak point in the dispensary is the 
lack of social service. Even in small schools I 
think that we could develop a better social serv- 
ice, and I am sure that it would be of immense 
value in dispensary teaching. 

Dr. Tom A. Williams, Washington, D. C—In 
the first place, dispensary patients are of two 
kinds: there is the patient who upon diagnosis 
is admitted to the hospital and becomes a _ hos- 
pital patient; and there is the patient who is 
treated as the ambulant patient. It is with the 
latter that we deal, in reality. The ambulant 
patient is in need of treatment and care which 
extends far beyond what can be done by giving 
a prescription or by minor surgical treatment 
in the dispensary. It extends into his care at 
home, to the recognition of conditions that made 
him sick. In order that this may be done it is 


necessary that home conditions be diagnosed and 
dealt with. There must, therefore, be either a 
thoroughly organized social service department 
to do that, or the kind of plan which was in force 
when I studied medicine in Edinburgh. That 
consisted of a certain number of students—those 
studying under a certain physician who was in 
charge of a certain dispensary affiliated with the 
medical school—being expected to take charge of 
the patients who came to the dispensary, or who 
were sent there for medical aid, go to their homes 
and behave toward them exactly as a physician 
would behave toward patients who are paupers 
and not able to pay. I gained my most valuable 
experience in adaptation of clinical methods to 
the conditions we find in poor homes in that way, 
because my own physician, who was supposed to 
consult with us in our difficult cases, never once 
came to see a patient with us. That threw me 
on my own resources, and I really learned more 
than if he had told me what to do. 


It does not seem to me beyond the point of 
practical organization to arrange so that stu- 
dents can visit patients in their homes—students 
who are properly accredited in the dispensary 
service. Surely the junior student is better than 
a social worker. He knows more; he has a bet- 
ter education, and is more interested in the par- 
ticular problem as a medical one. 


As to junior and senior students, I think, as 
Dr. Wilson says, that the work of the dispensary 
would be better accomplished by senior students. 
The weakness is that the student has become set 
in his mind both in the treatment patients re- 
ceive in hospitals and the assistance he receives 
there, which takes a great deal of responsibility 
from his shoulders, whereas in private practice 
he has to assume all the responsibility. There- 
fore, it seems to me it is better to have the junior 
student go into the dispensary and observe 
problems which he cannot solve because he 
has no knowledge of them, but which he can 
keep in mind in his future study of clinical 
medicine and find the solut‘on to some of these 
problems in the hospital. Then in the senior 
year let him be given an ass’‘gnment for three 
months to follow up patients: follow individual 
patients from the dispensary to their home; be 
responsible for these patients to the dispensary; 
and visit them as often as he wishes. He is as 
well equipped as we can make him to deal with 
these problems, and he will gain immensely in 
ability to deal with the problems he has to face 
when he goes into practice and which he does 
not face at present. It does not seem to me it 
will mean an undue consumption of time in pro- 
portion to the great benefit that will be gained. 
Furthermore, it would greatly increase the ef- 
ficiency of the hospital for medical relief, be- 
cause it is impossible at present to carry out in 
the hospital the things that should be carried 
out. Even the Massachusetts General Hospital 
feels it quite fails in that regard were it not for 
its social service group. It seems to me the as- 
sistance of medical students in small places, espe- 
cially in the South, would be of great benefit to 
the hospital, to the medical school, and to the 
city in which it is situated. 
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Dr. Lewis J. Moorman, Oklahoma City, Okla.— 
| was much interested in what Dr. Hamman said 
about the limitation of the number of patients 
in keeping with the capacity of the dispensary, 
and also with reference to the practice of plac- 
ing the younger, inexperienced men in dispen- 
sary practice with the understanding that the 
older men of ability are to be left in connection 
with hospital and ward practice. I have often 
thought, from my own experience and from ob- 
servation, that the greatest handicap to success- 
ful dispensary work is the fact that we have 
more patients, as a rule, than can be properly 
handled. 

Since we are more apt in dispensary work to 
get diseases in their early stages, I should like 
to emphasize further the importance of careful 
history taking, especially since the earliest man- 
ifestations of disease are usually through symp- 
toms, and symptoms are to be carefully and 
properly correlated through careful history tak- 
ing. I think this is very important. I believe 
it was McKenzie who, in commenting upon the 
question of the younger, inexperienced men be- 
ing placed in dispensary work, said that often 
cases are kept under observation for a time, their 
symptoms being studied, and by and by when 
gross anatomical changes are demonstrable, it 
is thought advisable to refer patients to some 
more experienced staff member, when it is often 
too late to get the best therapeutic results. 


Dr.I. I. Lemann, New Orleans, La.—At Tulane 
we have had some variations of the method sug- 
gested by Dr. Hamman. We have third-year stu- 
dents in the wards and fourth-year students both 
in the wards and in out-patient clinics. 


Dr. Hamman (closing.)—I feel that the dis- 
cussion has missed the one important point I 
wish to make. Perhaps it has been passed over 
because it is perfectly obvious. It seems to me 
it is of relatively little importance whether third- 
year students or fourth-year students work in 
the dispensary. The one important matter is 
that the dispensary be organized to do its work 
in an efficient way. When new hospitals are 
erected the organization of the dispensary should 
be an important part of the plan. As I have 
said, it should be planned to meet a specific and 
definite demand. The space and the number of 
physicians working in the dispensary should be 
accurately proportioned to the number of pa- 
tients admitted. Without such planning no dis- 
pensary will work efficiently. 


Dr. Cohn (closing).—In regard to the funda- 
mental problem which Dr. Hamman mentioned— 
planning the hospital for beds without regard 
to the out-patient department—the way we got 
at that in planning the new addition to Touro 
Infirmary was this: we have planned a five-story 
building, the ground floor to be devoted to the 
dispensary. Each man in charge of the dispen- 
sary has been approached both by the architect 
and the superintendent to find what his needs 
are. When the architect (who is a hospital ex- 
pert) was down there he asked, “What do you 
need so much room for?” We need it to handle 
the patients properly: for treatment rooms, for 
Operating facilities. 
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If you want men to do their work well I be- 
lieve you must do what someone inferred could 
not be done in a dispensary, that is, get proper 
cooperation of your various staffs for consulta- 
tion. It can be done and done more readily in 
the dispensary than in the hospital. One morn- 
ing we can take a patient with a vague pain in 
the shoulder and refer him to the laboratory for 
a Wassermann, to the x-ray department, to the 
orthopedic man, and have him ready for the 
class at the next meeting. It is necessary to 
have an organization, it is necessary to do the 
thing which the Doctor says has not been done, 
namely, stimulate your associates so that a posi- 
tion in a dispensary will be honorable. We are 
trying to do that as far as possible in our work 
at Tulane. I do not, however, agree with Dr. 
Williams that social work is better done by the 
junior and senior students. I think most of us 
do not understand what a good social worker 
can do for us. 


THE TEACHING OF A SURGICAL 
SPECIALTY* 


By M. F. ARBUCKLE, M.D., F.A.C.S., 
St. Louis, Mo. 


During the past decade, but especially 
since the war, much thought and effort 
have been expended upon the problem of 
improving the methods of training stu- 
dents in oto-laryngology. From the re- 
sults of this work, and from several years 
of practical experience in undergraduate 
and graduate teaching in the Washington 
University School of Medicine, we feel that 
the ideal arrangement is a_ properly 
equipped out-patient department of a med- 
ical school with hospital accommodations. 
Under this arrangement it is, of course, 
necessary to instruct undergraduate as 
well as graduate students. It is better to 
keep the undergraduate and the graduate 
students separate. 

The undergraduate should first of all be 
reviewed in anatomy. He should then be 
taught the names and method of using the 
various instruments required in examin- 
ing patients. Operative work of any kind 
is, of course, out of the question for the 
undergraduate, for no man_ should be 
taught operative technic until he has 
learned to recognize the indications for 
surgical treatment.! Didactic lectures 


*Read in Conference on Medical Education, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 18-16, 1922. 
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are necessary and important for the under- 
graduate, but he must also have actual 
clinical experience. If he becomes suf- 
ficiently deft to see the various parts and 
recognize the landmarks and their ap- 
pearance in the normal, and if he gets a 
good idea of the very important relation- 
ship of disease in this region, in many in- 
stances, to other bodily ailments, then we 
shall have done our duty by him and it is 
all one can hope to accomplish in the short 
time available in the present curriculum. 


The teaching of graduate students is a 
very different matter. Applicants for this 
kind of instruction come from many and 
widely varying situations. They may be 
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as specialists. Others wish to become well 
qualified, competent specialists. Stil] 
others wish to obtain further training jn 
some sub-department of the specialty. The 
interne in general hospitals frequently 
wishes to learn the technic of tonsillectomy 
or submucous resection, etc. 

For the men who wish, as general prac- 
titioners, merely to be able to recognize the 
normal, a short review of the anatomy 
and pathology, with a few weeks of daily 
clinical work, should suffice, and this is a 
service which our medical schools should 
render. 

For the man who wishes to become a 
specialist, a very thorough course in anat- 


Time | Monday Tuesday | Wednesday | Thursday Friday | Saturday 
| | | 
| 
Barnes and Chil- Barnes and Chil-|Barnes and Chil- Barnes and Chil- |Barnes and Chil- 
8 a. m. dren’s Hospitals |dren’s Hospitals dren’s Hospitals Jadaver iren’s Hospitals jdren’s Hospitals 
to Diagnosis, Treat- Diagnosis, Treat-|Diagnosis, Treat- |Operative Work |Diagncsis, Treat- |Diagnosis, Treat- 
10 a. m ment and Surgery |ment and Surgery|ment and Surgery | “ar, Nose and ment and Surgery |ment and Surgery 
of the Ear, Nose jof the Ear, Nose/of the Ear, Nose |Throat of the Ear, Nose jof the Ear, Nose 
and Throat and Throat and Throat ond Throat and Throat 
Ward rounds Ward rounds Ward rounds Ward rounds Ward rounds 
10 a. m | 
to Library Library Library Library Library Library 
12 Noon 
| Section ‘‘a” Section “a” | Section ‘‘a”’ 
'Clinical Diagnosis Clinical Diagnosis ‘Clinical Diagnosis 
\Clinical Diagnosis |and Treatment of |Clinical Diagnosis |and Treatment of and Treatment of Clinical Diagnos's 
2 p. m. jand Treatment of |the Ear, Nose and|and Treatment of |Ear, Nose and \Ear, Nose and ‘and Treatment of 
to lthe Ear, Nose and|Throat Ear, Nose and_ Throat | Throat \Rar, Nose and 
p. | Throat Throat ‘Throat 
| Section Section “‘b’’ Section ‘‘b” | 
'Nasal Operations Nasal Operations Nasal Operations | 
| | 
j | | 
| ; Anatomy Ear, | 
4p. m. |Didactic Lectures |Lecture on Clin-|Nos2 and Throat {Clinical Patholog- Didactic Lecture | 
to \Diseases of the ‘cal Rhinology by! Tuly 1 to Jan. 1 |ical Conference Ear, Nose and | 
5 p. m |Ear, Nose and Yr. Sluder Pathology Ear, Department of Throat | 
| Throat Nose and Throat |Pathology | | 
‘o July 1 | | 


men who have only just completed their 
interneship in a general hospital or they 
may have been in practice for a number of 
years, frequently having done special as 
well as general work. A year’s interne- 
ship in a general hospital should be the 
minimum preliminary training accepted 
for matriculation in the post-graduate de- 
partment. Men who have had a few years 
in general practice do better as graduate 
students. 


Some of these men wish to learn only 
enough of diagnosis and local treatment to 
enable them to recognize the normal and 
thus better to carry on with a general 
practice, without pretending to do surgery 


omy, gross and minute, and in pathology, 
gross and minute, should be given. Much 
of this work must be done alone, but ac- 
cording to a definite outline. He should be 
familiar with the physiology of the special 
senses and, of course, with roentgenology, 
bacteriology and serology. The phys‘es of 
sound is important. In the latter half of 


the course, surgical technic on the cadaver 


should be taught. 


The minimum time for such a course 
should cover a period of twelve months and 
new students should be accepted at stated 
times at least twice a year. One-half of 
the day for the entire year should be de- 
voted to clinical work and the remaining 
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part to laboratory work and reading. 
About 75 per cent of the time allotted to 
clinical work should be spent in the much 
more important and difficult problem of 
learning to examine patients and make 
proper diagnoses and in becoming familiar 
with the indications for surgical treat- 
ment. During the latter part of this time 
the student should assist at operations. 

The remaining 25 per cent of the time 
allotted to clinical work should be utilized 
for the teaching of operative technic and 
post-operative treatment. The student, in 
order to learn to operate, must actually do 
the work himself, of course under super- 
vision. 

Much valuable work is to be had by the 
resident on the special services in a gen- 
eral hospital. Up to the present we have 
not had a resident on our service in the 
Barnes and Children’s Hospitals, but the 
position of externe has been created. This 
is filled by men selected from our class of 
graduate students. It is considered very 
much worth while by the men who have 
held it, since they have access to all the 
house consultations and special cases as 
well as the operative work of which they 
actually do a very considerable portion. 

In learning to examine patients and 
make proper diagnoses, a definite outline 
of procedure should be followed, a type- 
written copy of which should be supplied 
to each student. With this outline to fol- 
low, especially at first, students can more 
readily be led to proceed independently, 
thus learning self-reliance in coping with 
any problem presented. After the student 
has examined a case and written down his 
impressions, his work should be gone over 
by an instructor. This will provide an op- 
portunity for discussion of difficult cases 
and correction of possible errors. 


While looking over the work of the stu- 
dent, it is essential constantly to remind 
him of the great importance of cooperat- 
Ing with men in other fields. For example, 
cases in which extreme headache, choked 
discs, dizziness, vomiting, etc., exist should, 
by all means, be carefully gone over by 
the neurologist and the oculist. Cases in 
which there is paralysis of one or both 
vocal cords should have a careful general 
and neurological examination. Frequently 
the only visible clinical evidence of syphi- 
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lis, either recent or of long standing, is to 
be found by the oto-laryngologist. He 
must ever keep in mind that many consti- 
tutional diseases, both in children and in 
adults, frequently have their beginning in 
some focus to be found in his field. If stu- 
dents who are being trained in this or any 
other surgical specialty be thoroughly im- 
pressed with the importance of learning to 
recognize the indications for surgical in- 
terference before troubling themselves to 
learn the operative technic, there would 
be fewer unnecessary operations. If many 
so-called specialists had a proper concep- 
tion of the anatomy and pathology, there 
would be fewer ill-advised and useless op- 
erations upon the nose and throat. 

Specialists, already recognized as such, 
occasionally desire further training in 
some subject. Many of these men are well 
grounded in the fundamentals and they 
can, in a much shorter time, secure addi- 
tional training which will be of the great- 
est help and benefit to them and to their 
patients. Such courses can best be pro- 
vided by special arrangement. 

After a graduate student has had a 
year’s work as above outlined, he will 
profit greatly if he take at least six 
months’ further training in clinical work.’ 
The ideal method of doing this is by in- 
terneship in a special hospital which has 
a well equipped out-patient department, or 
as resident on the special service of a gen- 
eral hospital. His time should be equally 
divided between the study of cases from 
a diagnostic viewpoint in the out-patient 
department and hospital work, of which a 
great portion will be operative. In this 
way the surgical work does not overbalance 
and tend to make the student forget the 
importance of painstaking examination 
necessary for establishing proper diagno- 
sis. 

The hospital interne on general service 
who wishes to learn operative technic in 
nose and throat should be made to under- 
stand, both for his own good and for that 
of his future patients, the necessity for his 
being able to recognize the indications for 
surgical interference before learning to 
operate. 

It has been recommended by the Com- 
mittee on Graduate Teaching of the Sec- 
tion on Oto-Laryngology of the American 
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Medical Association that men who propose 
to set themselves up as specialists should 
be required to present a certificate of 
proper training from an institution which, 
in turn, is known to be adequately equipped 
for such training.* To this recommenda- 
tion we do most heartily subscribe. The 
writer was astonished recently by the in- 
formation that an order had been issued 
from headquarters in Washington that 
trainees in the Veterans’ Bureau who wish 
to become eye, ear, nose and throat spe- 
cialists may have only nine months’ train- 
ing, a period manifestly insufficient in 
which to learn any one of the specialties. 

If, regardless of the extended efforts on 
the part of men who stand very high and 
who have been delegated by the profession 
to devise methods for improving the qual- 
ity of the training offered to the younger 
men who are coming into the specialty, 
such an order as this is allowed to continue 
in force, it will be a long step in the wrong 
direction. It indicates that there has been 
a failure to perceive the incompatibility 
of short terms and adequate training. 
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DISCUSSION 


Dr. H. W. E. Walther, New Orleans, La.—I 
feel that the teaching of the specialties is the 
biggest storm center in medical teaching. I can 
recall very well my mental state in relation to 
the specialties just after I graduated, and what 
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I was supposed to have learned in the under- 
graduate school about the specialties. It cer. 
tainly was very vague and I was tempted to ad- 
mit that I knew nothing about them. I think 
that holds equally well for the graduate of the 
medical school today. The undergraduate school, 
however, is in a very peculiar position. It 
must give some instruction in the specialties, for 
it has the responsibility of training not only 
the man who is going to practice in a medical 
center, but the man who goes to the small town 
and who will not have at his command his con- 
freres in specialty work who can help him out of 
a tight place. He must do a great deal of semi- 
specialist work himself as cases present them- 
selves, and for that reason the undergraduate 
medical school must do something toward mak- 
ing the medical student acquainted with the spe- 
cialty side of medicine, and this is undoubtedly 
a hard thing to do. 


Certainly the teaching of the specialties re- 
solves itself more into post-graduate work. I am 
glad that Dr. Arbuckle brought out the point 
about the time of teaching the specialties. Cer- 
tainly the ideal time is from one to two years, 
and I believe we are all in our post-graduate 
schools coming to feel that way, and almost to 
demand that the six weeks’ post-graduate work 
be a thing of the past. In this instance we can- 
not bow to the demand to have such a course. 
Either in eye, ear, nose and throat, dermatology, 
urology, or what not—we cannot give these short 
courses and stand behind them. The man who 
is preparing for special work in medicine must 
devote at least one or two years to it to be in 
any way competent and to deserve the cognomen 
of specialist in medicine in that particular line. 


This is a very important subject and it is 
one upon which the profession will have to work 
in the future. The status of the specialty 
branches in the under-graduate school is certainly 
one that will have to be revised a good deal in 
order to decide just exactly how much to give a 
man. 
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SOUTHERN MEDICAL ASSOCIATION 


Seventeenth Annual Meeting, Washington, D. C. 
November 12-15, 1923 


FATALITIES FOLLOWING MINOR 
OPERATIONS UPON THE 
NOSE AND THROAT 


In view of the comparative paucity of 
reports of fatalities following nose and 
throat operations and the tremendous op- 
erative activity of oto-laryngology, it is of 
interest to note a compilation of fatality 
reports which occurred in different parts 
of the Country. Dr. H. W. Loeb* sent out 
letters of inquiry to 5000 practitioners, 
and from approximately 700 replies ob- 
tained reports of 332 fatalities, which fol- 
lowed operations not generally considered 
serious. 

Meningitis was the cause of death after 
120 nasal operations, and hemorrhage in 
55 of the other cases. Death followed 
tonsillectomy in 126 cases. 

The causes of death are thoroughly 
analyzed by Dr. Loeb. Meningitis oc- 
curred most frequently after those opera- 
tions which came into relation with the 
lamina cribrosa. It came on as a rule 
within twenty-four hours after the opera- 


*Loeb, H. W.: Annals of Otology, Rhinology 
and Laryngology, XXXI, 2, 273. 
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tion, and was usually best explained as 
due to a fracture into the cranial cavity. 

The main causes of death after tonsil- 
lectomy were hemorrhage, respiratory 
complications, and general sepsis. 

This is a rather startling report. 
Whether these fatalities could have been 
prevented, and how to reduce to a mini- 
mum the future mortality from the opera- 
tions usually known as minor, is the prob- 
lem of the specialists in this line. 

Some suggestions of Dr. Loeb may be 
mentioned. The operator should have a 
thorough knowledge of the anatomy of the 
nose and throat, which can be gained only 
by arduous study in the dissecting room. 
In other words, there should be a high 
standard of qualification for specialization 
in this line as in all others. There should 
be careful pre-operative study of the pa- 
tient and if possible hospitalization. The 
attention to asepsis should be, as far as 
possible, the same as for a major opera- 
tion. 


ANAPHYLAXIS IN EVERY DAY 
PRACTICE 


Anaphylaxis in the ordinary medical 
use of the term occurs when certain trou- 
blesome symptoms follow the ingestion of 
certain foods, such, for instance, as straw- 
berries, egg albumin, and shell fish. The 
reactions are probably due to protein sen- 
sitization which in a majority of instances 
could be demonstrated by proper methods 
of diagnosis. 

Drug idiosyncrasy as seen with iodids, 
bromids, iodoform and various alkaloids 
is looked upon by many as being an ana- 
phylactic phenomenon even though no 
previous sensitization has taken place. 
Some consider the nitroid crisis observed 
following the administration of arsphena- 
min as anaphylactic, because of its resem- 
blance to anaphylactic shock. 
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Diagnostic tests are frequently used 
which depend upon the patient’s being 
sensitive to a particular protein. The skin 
reaction in tuberculosis, or the von Pir- 
quet reaction, is an example of this kind, 
as is also the luetin reaction in syphilis. 
There has been introduced a series of 
tests covering what may be called the pro- 
tein index, to detect susceptibility to all 
common proteins. 


The most prominent of the diseases due 
to anaphylaxis are asthma, hay fever, and 
some lesions of the skin such as urticaria. 
Brilliant results are often obtained by de- 
tecting the particular protein causing the 
trouble and desensitizing the patient, or 
removing the cause by a change of food or 
climate. 

A practical and common application of 
our knowledge of anaphylaxis is the cus- 
tom of injecting one or two cubic centi- 
meters of plain horse serum, anti-tetanic 
serum, diphtheria antitoxin, etc., as the 
case may be, and then waiting for three 
to five minutes before administering the 
full dose. Many a fatality has been 
averted by this conservative means of test- 
ing the individual’s sensitization to the 
protein before giving the therapeutic 
amount. 

Anaphylactic phenomena, then, are tak- 
ing place daily in the work of the practic- 
ing physician. Close observation and 
recognition of them will assist in diagnosis 
and treatment, and greatly benefit both 
doctor and patient. 


CANCER PREVENTION 


The American Society for the Control 
of Cancer is one of the public health move- 
ments which found its inception within 
the ranks of the organized medical profes-. 
sion, and which has been, ever since it was 
organized in 1913, controlled by physi- 
cians. 
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Its object is to inform the laity that 
“Cancer is curable if one will but seek 
the advice of the family physician in time” 
and to give to the public the symptoms 
and signs of early cancer, in order that 
every individual may recognize a condi- 
tion which may become cancer, and apply 
promptly for treatment. 


As the American Society for the Con- 
trol of Cancer is an institution working 
hand in hand with the medical profession, 
every physician should give the move- 
ment his hearty support. The problem of 
educating the laity properly with regard 
to any public health problem, which re- 
quires almost individual instruction, is 
apparent. The enormity of the task is 
realized only when one recalls that in 
America there are 110,000,000 laymen de- 
pendent upon the instruction of 146,000 
physicians, which means that every phy- 
sician will have approximately 800 “pu- 
pils” to instruct. 


Great publicity must be given to the 
facts that cancer is not contagious; that 
it is not hereditary (in the lay sense of 
the term) ; that nearly 100,000 people are 
needlessly sacrificed yearly in the United 
States because they do not recognize the 
symptoms of cancer early and come in 
time for treatment; that beginning cancer 
is localized and in this condition curable; 
but that in time (and no one can predict 
just when) it metastasizes and is then 
hopeless. 

The public must be made to realize that 
cancer takes its greatest toll from persons 
in middle life and hence is of the greatest 
economic importance. 


The public is ignorant of medical mat- 
ters and must be taught that advertise- 
ments (as well as patent medicines of all 
sorts) claiming to cure cancer are frauds 
and that the public salvation in this, as in 
all other medical problems, must depend 
upon the medical practitioner. Few indi- 
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viduals would take their automobiles to a 


plumber, but some of them take that much 
more complicated machine, the human 
body, to less competent persons for treat- 
ment. The public must be advised of the 
dangers of quacks and the various cults 
which ape the medical profession. 

Laymen must be taught that any per- 
sistent irritation or sore, that any lump in 
the female breast, that any abnormal dis- 
charge from any of the orifices of the 
body, and that even persistent indigestion 
may mean cancer and can only be ex- 
cluded by a thorough physical examina- 
tion by a competent physician. 


Correspondence 


SYMPTOMATOLOGY, PATHOLOGY AND 
RATIONAL TREATMENT OF 
BOTULISM 

Editor, SOUTHERN MEDICAL JOURNAL: 

In the February number of the SOUTHERN 
MEDICAL JOURNAL there appeared an article en- 
titled “Symptomatology, Pathology and Rational 
Treatment of Botulism.” I wish to make this 
correction: that the majority of this article was 
taken from Public Health Bulletin 127, J. C. 
Geiger, E. C. Dickson, and K. F. Meyer, and of 
which part E. C. Dickson was mainly responsi- 
ble. Yours very truly, 

J. C. Geicer, Epidemiologist, 
U. S. Public Health Service, and 
Associate Professor of Epidemiology. 
University of Chicago, 
March 12, 1923. 


NATIONAL BOARD OF MEDICAL EXAM- 
INERS 


Editor, SOUTHERN MEDICAL JOURNAL: 


F The following information concerning exam- 
inations by the National Board of Medical Ex- 
aminers is announced: 
Part I, June 25, 26, 27, 1923; and 
Part II, June 28, 29, 1928. 
Part I, Sept. 24, 25, 26, 1923; and 
Part II, Sept. 27, 28, 1923. 
All applications for these examinations must 
be made on or before May 15, 1923. 
Further information may be obtained from 
the Secretary. 
Very truly yours, 
J. S. RopMAN, M.D., Secretary. 
1310 Medical Arts Bldg., 
Philadelphia, Pa., 
March 19, 1923. 
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Book Reviews 


Hygiene and Health. By Dr. Charles P. Emerson and 
George H. Betts, Ph.D. Book One, 209 pages; Book Two, 
355 pages. Indianapolis: Dobbs-Merrill, 1923. 

Dr. Charles P. Emerson, Dean and Professor of Medicine 
in the University of Indiana, and who is remembered by 
Southern physicians as Resident Physician of Johns Hopkins 
University for many years, has met the need for an author- 
itative text book on hygiene for use in our schools by pre- 
paring “Hygiene and Health.’’ This two-book series for 
use in the middle and upper grammar school grades pre- 
sents the important facts regarding personal and community 
hygiene in a manner that can be understood by very young 
children, and without the pseudo-scientific misinformation 
that has been found in similar text books that have been 
written largely by laymen. 

The elementary book discusses health habits, food, air, and 
the care of the teeth, skin, hair, etc., in a way that is 
easily understood by children in the lower grades. The ad- 
vanced, “Physiology and Hygiene,” is the best simple phys- 
iology that the writer has reviewed. The study of this book 
will give to older children not only a working knowledge of 
applied physiology, but the important, usable facts regarding 
communicable diseases. 

The use of such books in teaching children how to live 
hygienic and efficient lives means that the men and women 
of the next generation will be healthier, happier and longer 
lived than their fathers and mothers. 


Orthopedic Surgery. By Sir Robert Jones, K.B.E., C.B., 
Ch.M. (Liverpool), F.R.C.S. (England, Ireland and Edin- 
burgh), F.A.C.S. (U. S. A.); Director of Orthopedic Sur- 
gery, St. Thomas’ Hospital; Lecturer on Orthopedic Sur- 
gery, Liverpool University, etc. And Robert W. Lovett, 
M.D., F.A.C.S., John B. and Buckminster Brown Professor 
of Orthopedic Surgery, Harvard University, ete. 697 pages 
and 712 engravings. New York: William Wood & Co., 
1923. Cloth, $9.00. 

In this, the first edition, the authors have combined the 
best in orthopedic surgery of two continents. The method 
of approach to the various subjects is somewhat new, but it 
is reasonable, and probably desirable, in that it stimulates 
thinking rather than remembering. 

The discussion of the anatomy and physiology of the vari- 
ous joints, before taking up their pathological conditions, is 
of much value. The intention of the authors is carried out, 
in that they do not go into minute details for conditions 
generally well understood and for which there are already 
proven methods of treatment. 

Conditions which have been more or less baffling hereto- 
fore, without definitely proven procedure for their treatment, 
are considered at length in the light of more recent knowl- 
edge. Emphasis is justly placed upon diagnosis and differ- 
ential diagnosis. 

There is good, useful information in all the chapters about 
joint pathology, but the following stand out as being espe- 
cially good: Disability of the knee joint, the several chap- 
ters on tuberculosis of the various joints, arthritis deformans, 
spastic paralysis, poliomyelitis, muscle training and congen- 
ital dislocation of hip joint. 

The diagrams, illustrations, photographs and x-rays are 
unusually clear and well illustrate the conditions described. 

Taken as a whole, it is the best work on the subject that 
has yet appeared. 


Montaigne and Medicine. Being the Essayist’s Comments on 
Contemporary Physic and Physicians; His Thoughts on 
Many Material Matters Relating to Life and Health; an 
Account of His Bodily Ailments and Peculiarities and of 
His Travels in Search of Health. By James Spottiswoode 
Taylor, Commander, M.C., U. S. Navy, M.D., F.A.C.S., 
Member Societe Francaise D’Histoire De La Medecine. 244 
pages. Illustrated. New York: Paul B. Hoeber, 1923. 
Price, $3.75 net. 

A biography of Montaigne, pecially idered in its 
relation to medicine. Though naturally of a rugged phy- 
sique, Montaigne suffered all the agonies incident to renal 
lithiasis and gout. The views of this man upon physicians 
and remedies and his sojourn at health resorts furnish a 
basis for this scholarly and intensely absorbing book. 
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Physics and Chemistry for Nurses. Lippincott’s Nursing 

Manuals. By A. R. Bliss, Jr., A.M., Ph.D., M.D., Lec- 
turer on Chemistry and Materia Medica, Grady Hospital 
Training School for Nurses, Atlanta, Ga.; Professor of 
Pharmacology, Emory University, School of Medicine; 
Passed Assistant Surgeon, U.S.P.H.S., Reserve; Formerly 
Professor of Chemistry and Pharmacology, Graduate 
School of Medicine, University of Alabama; and A. H. 
Olive, A.M., Ph.Ch., Ph.D., Lecturer on Chemistry, Hill- 
man Hospital Training School for Nurses, Birmingham, 
Ala., Associate Roentgenologist, Hillman Hospital; Su- 
perintendent of University Free Dispensary, U.S.P.H.S. 
(State, County and City); Formerly Professor of Physics 
and Chemistry, Howard College; Associate Professor of 
Chemistry, Graduate School of Medicine, University of 
Alabama. With 190 pages and 70 illustrations. Third 
Edition, thoroughly revised and rewritten and conforming 
to the requirements of the Standard Curriculum (1922) 
of the National League of Nursing Education. Collab- 
orators, Frances W. Witte, R.N.; Ethel Johns, R.N.; Sr. 
Mary Alma, Ph.G., R.N.; Alice L. Lake, B.S., R.N.; 
Stella Ackley, R.N.; Adelaide M. Leffingwell, R.N. With 
190 pages, illustrated with 70 illustrations. Philadelphia 
and London: J. B. Lippincott Co., 1923. 
The fact that examining boards for nurses now practi- 
cally routinely include questions on physics and chemistry 
is one of the signs of the rising standard of efficiency among 
candidates for the position of registered nurse. The book 
gives an excellent summary of the information upon these 
subjects so essential to intelligent nursing. 


Industrial Hygiene and Medicine. By E. W. Hope, O.B.E., 
-D., D.Se., Medical Officer of Health for the City and 
Port of Liverpool; Professor in Public Health, Univer- 
sity of Liverpool; Late President, Society of Medical Of- 
ficers of Health; and Late Examiner in the Universities 
of Belfast, Cambridge, Edinburgh, and Manchester, and 
to the Royal College of Physicians (Lond.) and Royal 
College of Surgeons (Eng.). In Collaboration with W. 
Hanna, M. A., M.D., D.P.H.; and C. O. Stallybrass, M.D., 
D.P.H., Assistant Medical Officers of Health, City and 
Port of Liverpool; and Lecturers in Public Health Sub- 
jects, etc., University of Liverpool. With 766 pages, illus- 
trated. New York: William Wood & Co., 1928. Cloth, 
$7.00. 

This book is based upon the knowledge of the causation of 
industrial disease and the preventive methods employed in 
the light of this knowledge. Industrial hygiene is one of 
the most fruitful fields of preventive medicine for the fu- 
ture, and only by the study of statistics concerning the 
diseases and accidents to which employees are liable can any 
workable means of prevention be found. This is a very 
carefully gotten up and valuable book. 


Clinical Laboratory Methods. By Russell Landram Haden, 
M.A., M.D., Associate Professor of Medicine, University of 
Kansas, School of Medicine, Kansas City, Kan.; Formerly 
Director of Laboratories, Henry Ford Hospital, Detroit. 
69 illustrations and 5 colored plates, 294 pages. St. Louis: 
C. V. Mosby Co., 1928. Cloth, $3.75. 

The book is a selection of laboratory procedures which 
Haden has found most useful in his own experience. There 
is no originality claimed, but the volume is a good selection 
of laboratory procedures. 


Essentials of Surgery, a Text Book of Surgery for Student 
and Graduate Nurses and for those interested in the care 
of the sick. Lippincott’s Nursing Manuals. By Archi- 
bald Leete McDonald, M.D., the Johns Hopkins University, 
Formerly in Charge of Department of Anatomy, Univer- 
sity of North Dakota; Lecturer on Surgery, Nurses Train- 
ing School, St. Luke’s Hospital, Duluth, Minn.; Member 
Western Surgical Association. With 292 pages and 40 
illustrations. Second edition, revised. Philadelphia and 
London: J. B. Lippincott Co., 1923. 

A thorough and accurate book containing information 
well selected for its intended readers. 


Polaris, the Story of an Eskimo Dog. By Ernest Harold 
Baynes, Author of “Wild Bird Guests,” etc. With many 
illustrations from photographs by Louise Birt Baynes, 
John R. Baynes, and the author. 187 pages. New York: 
The Macmillan Co., 1922. Cloth, $1.50. 

is is a very charming little biography of a real dog, 
neither sentimental nor exaggerated, but interesting through- 
out. It is written about a dog whose parents were among 
those faithful animals who carried Admiral Peary’s sledges 
over the northern ice and snow on his trip to the Pole. It 
ia a fascinating biography of a noble animal. 
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The Biology of Death. Being a Series of Lectures Delivered 
at the Lowell Institute in Boston in December, 1920. B 
Raymond Pearl, of Johns Hopkins University. 275 om 
Philadelphia and London: J. B. Lippincott Co., 1922. 
Although the title suggests that this may be another at. 

tempt at popular (which often means inaccurate) science the 
content of the book is an agreeable surprise. It is a very 
scientific and clever assimilation of material from three 
sources: general biology, experimental biology, and statis. 
tical science, concerning our knowledge of natural death, 


Other Books Received 
The Propaganda for Reform in Proprietary Medicines. Vol, 
603 pages. Chicago: Press of American Medical As- 
sociation, 1922. 

Notes on Materia Medica, Pharmacology and Therapeutics 
for Dental Students and Practitioners. By Frank Coleman, 
M.C., L.R.C.P., M.R.C.S., L.D.S._ Fifth Edition. 308 pages, 
New York: Oxford University Press, 1922. 

Practical Physics. By J. A. Crowther, Sc.D., FInst.P., 
Sometime Fellow of St. Johns College, Cambridge; Demon- 
strator of Physics, Cavendish Laboratory; University Lec- 
turer in Physics as Applied to Medical Radiology, Cam- 
bridge. 260 pages. New York: Oxford University Press, 
1922. 

Annual Report of the Surgeon-General of the Public Health 
Service of the United States for the Fiscal Year 1922, 
330 pages. Washington: Government Printing Office, 
1922. 

A Manual of Surgical Anatomy. By Lewis Beesly, F.R.C.S., 
Edin., Surgeon, Chalmers’ Hospital, Edinburgh; Lecturer 
on Surgery and Operative Surgery, Edinburgh School of 
Medicine for Women; Lecturer on Surgical Applied Anat- 
omy, Edinburgh Post-Graduate Courses; Examiner in 
Anatomy, Royal College of Surgeons, Edinburgh ; Lately 
Demonstrator of Anatomy, Edinburgh University. And T. 
B. Johnston, M.B., Ch.B., Professor of Anatomy, Univer- 
sity of London, Guy’s Hospital Medical School. Second 
Edition. 561 pages. New York: William Wood & Co., 


1923. 

The Riddle of the Rhine. Chemical Strategy in Peace and 
War. An account of the critical struggle for power and 
for the decisive war initiative. The campaign fostered by 
the great Rhine factories, and the pressing problems which 
they represent. A matter of pre-eminent public interest 
concerning the sincerity of disarmament, the future of 
warfare, and the stability of peace. By Victor Lefebure, 
Officer of the Order of the British Empire (Mil.) ; Cheva- 
lier de la Legion d’Honneur; Officer of the Crown of 
Italy; Fellow of the Chemical Society, etc. With a pref- 
ace by Marshal Foch and an introduction by Field-Marshal 
Sir Henry Wilson, Bart., Chief of the Imperial General 
Staff. With 280 pages, illustrated. New York: E. P. 
Dutton & Co., 1923 

Impotency, Sterility, and Artificial Impregnation. By Frank 
P. Davis, Ph.B., M.D., ex-Secretary Oklahoma State Board 
of Medical Examiners; Formerly Superintendent, State 
Institution for Feeble-Minded; Author of “How to Collect 
a Doctor’s Bill;’’ ‘‘The Doctor’s Book of Poems;” For- 
merly Editor, Davis’ Magazine of Medicine. Second edi- 
tion, revised and enlarged, with 168 pages. St. Louis: 
C. V. Mosby Co., 1928. Cloth, $2.25. 

Practical Anesthetics, for the Student and General Practi- 
tioner. By Charles F. Hadfield, M.B.E., M.A., M.D., 
Cambridge; Honorary Anesthetist, Prince of Wales Hos- 
pital, Tottenham; Assistant Anesthetist and Lecturer on 
Anesthetics, St. Bartholomew’s Hospital; Late Anesthet- 
ist, City of London Military Hospital. 243 pages. New 
York: William Wood & Co., 1923. Cloth, $3.00. 


Nursing and Nursing Education in the United States. Re- 


port of the Committee for the Study of Nursing Educa- 
tion. C. E. A. Winslow, Dr.P.H., Chairman; Mary Beard, 
R.N.; H. M. Biggs, M.D.; S. Lillian Clayton, R.N.; Lewis 
A. Conner, M.D.; David L. Edsall, M.D.; Livingston Far- 
rand, M.D.; Annie W. Goodrich, R.N.; L. Emmett Holt, 
M.D.; Julia C. Lathrop; Mrs. John Lowman; M. Adelaide 
Nutting, R.N.; C. G. Parnall, M.D.; Thomas W. Salmon, 
M.D.; Winford H. Smith, M. D.; E. G. Stillman, M.D.; 
Lillian D. Wald, R.N.; W. H. Welch, M.D.; Helen Wood, 
R.N.; Josephine Goldmark, Secretary; and Report of a 
Survey, by Josephine Goldmark, Secretary. With 585 
pages. New York: The Macmillan Co., 1923. Cloth, $2.00. 


= New Physiology in Surgical and General Practice. By 


Rendle Short, M.D., B.S., B.Sc. (Lond.), F.R.C.S. 
(Eng.); Member of Council, British Association of Sur- 
geons; Examiner in Physiology for the F.R.C.S.; Late 
Hunterian Professor of Royal College of Surgeons; Sur- 
geon, Bristol Royal Infirmary; Lecturer on Physiology, 
University of Bristol. Fifth Edition, Revised and En- 
larged. With 830 pages. New York: William Wood & 
Co., 1922. Cloth, $3.75. 
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Southern Medical News 


DATE OF LOUISIANA MEETING CHANGED 
The date of the annual meeting of the Louisiana State 
Medical Society has been changed to April 24, 25 and 26. 
Note the place and the time—New Orleans, April 24-26. 
The House of Delegates will meet on April 23. 


ALABAMA 


The annual meeting of the Alabama State Medical Asso- 
ciation will be held in Mobile, April 17-20. 

Drs. R. A. Smith and M. H. Hagood, Brewton, have re- 
cently opened a thirty-five bed hospital, known as Brewton 
Memorial Hospital. The institution is a two-story build- 


ing. 

Colbert County Medical Society has elected Dr. H. A. 
Griffith, President; Dr. G. F. Littlepage, Vice-President ; 
Dr. E. T. Newsom, Secretary-Treasurer. 

Madison County Medical Society has elected Dr. E. O. Wil- 
liamson, Gurley, President, to fill the unexpired term of Dr. 
C. A. Grote, who resigned to go to Greensboro, N. C. 

Capt. William M. Caffee, Manila, P. I., has resigned his 
commission in the M.C., U. S. Army, and will open offices in 
Birmingham. 

Dr. Hugh C. McRee, Decatur, will succeed Dr. Burton 
F. Austin as Physician of Morgan County. 

Dr. Burton F. Austin, Decatur, on his retirement as 
County Health Officer, February 1, was presented with a 
handsome gold watch and chain by members of the Morgan 
County Medical Society. 

The State Department of Health is making an effort to 
establish full-time health units in every county of the 
State to aid in the spring campaign against mosquitoes. 
The insurance companies will cooperate with the U. S. 
Public Health Service in the fight against mosquitoes. 

Dr. John L. Gallagher, Dora, has been appointed full- 
time Health Officer of Limestone County. 

Deaths 


Dr. J. R. Howell, Florence, aged 71, died January 24. 


ARKANSAS 

The annual meeting of the Arkansas State Medical Asso- 
ciation will be held in Hot Springs May 2-4. 

Chicot County Medical Society has elected Dr. S. W. 
Douglas, Eudora, President; Dr. E. E. Barlow, Dermott, 
Vice-President; Dr. J. S. Wilson, Lake Village, Secretary. 

Franklin County Medical Society has elected Dr. Chas. S. 
Allen, President; Dr. H. F. Williams, Vice-President; Dr. 
Thos. Douglass, re-elected Secretary-Treasurer. 

Jefferson County Medical Society has elected Dr. J. M. 
Lemons, President; Dr. W. T. Lowe, Vice-President; Dr. 
J. T. Palmer, Secretary-Treasurer. 

White County Medical Society has elected Dr. R. L. Little, 
President; Dr. J. B. Havner, Vice-President; Dr. S. J. All- 
bright, Secretary-Treasurer. 

The Stout Hospital, Brinkley, was formally opened Jan- 
vary 18. 

Dr. Rutial O. Norris, Tuckerman, has been appointed a 
member of the Board of Health to succeed Dr. Cyrus F. 
Crosby, Texarkana. 

Dr. Henry Pace, Eureka Springs, has been appointed 
Health Officer to succeed Dr. C. F. Ellis, resigned. 

Dr. Carle E. Bentley and Mrs. Katherine Oakman, both 
of Little Rock, were married February 10. 

Dr. Erastus L. Miller, Crossett, and Miss Fannie C. Spur- 
lock, Lake Village, were married February 13. 

Deaths 

Dr. Philip A. Conner, Whitton, aged 43, died January 30 
from a bullet wound in the brain. 

Dr. A. Neal Wood, Ashdown, aged 57, died December 15. 

Dr. Henry B. Wiggs, Russellville, aged 49, died January 
29 at Colorado Springs, Colo. 


DISTRICT OF COLUMBIA 
It has been announced that the sum of $25,000 has been 
pledged by the students of the Howard University School 
of Medicine, Washington, and a like sum by the adminis- 
tration, trustees and faculty of the University in the cam- 
paign to raise $250,000 by July 1 in order to receive the 
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same amount from the General Education Board for the 
School of Medicine. 

Representative Focht has introduced a bill in the House 
to provide for the erection of a building for the care of 
tuberculous pupils on the Upshur Street tract of land, 
Washington, at a cost of $150,000. 

The American Child Health Asssociation, Washington, 
has been formed for the protection and promotion of child 
health in America. The association was formed by the 
amalgamation of the American Child Hygiene Association 
and the Child Health Organization and will have the full 
co-operation of the American Relief Administration, under 
the leadership of Herbert Hoover. 

Deaths 

Dr. George Woodruff Johnston, Washington, aged 64, died 
February 20 of heart disease while delivering an address. 

Dr. Joseph Robert Lee Hardesty, Washington, aged 87, 
died February 3 from senility. 

Dr. Charles William Franzoni, Washington, aged 85, died 
February 17 of bronchopneumonia. 


FLORIDA 

The annual meeting of the Florida State Medical Asssocia- 
tion will be held in Jacksonville May 14-16. 

Hillsborough County Medical Society has elected Dr. J. 
C. Dickinson, President; Dr. R. C. Hubbard, Vice-Presi- 
dent; Dr. C. R. Marney, Secretary; Dr. J. C. Chandler, 
Treasurer. 

Pinellas County Medical Society has elected Dr. Ralph D. 
Murphy, President; Dr. O. M. Knox, Vice-President; Dr. 
T. R. Griffin, Vice-President; Dr. O. O. Feaster, Secretary; 
Dr. G. M. Lochner, Treasurer. 

Included in the bond election soon to be held in St. Pe- 
tersburg is an item of $150,000 for an eighty-bed addition 
to the City Hospital. 

Deaths 


Dr. Clarence M. Slack, St. Petersburg, aged 81, died 
January 28 from senility. 
Dr. Joseph Palmer Johnson, Lynn Haven, aged 84, died 


December 9 from senility. 
Dr. James Massey Jones, Interlachen, aged 79, died Feb- 


ruary 12 from senility. 


GEORGIA 

The annual meeting of the Georgia State Medical Associa- 
tion will be held in Savannah, May 2-4. 

Ben Hill County Medical Society has elected Dr. W. D. 
Dorminy, President; Dr. L. E. Thornton, Vice-President ; 
Dr. W. P. Coffee, Secretary-Treasurer. 

Carroll County Medical Society has elected Dr. C. C. Fitts, 
President; Dr. H. J. Goodwyn, Vice-President; Dr. D. S. 
Reese, Secretary-Treasurer. 

Fulton County Medical Society has elected Dr. H. R. Don- 
aldson, President; Dr. W. E. Person, Vice-President; Dr. 
Grady E. Clay, Secretary-Treasurer. 

Hall County Medical Society has elected Dr. J. L. Meeks, 
President; Dr. R. L. Rogers, Vice-President; Dr. Pratt 
Cheek, Secretary-Treasurer. 

Irwin County Medical Society has elected Dr. H. P. Lyons, 
President; Dr. R. McLeod, Vice-President; Dr. L. L. 
Whiddon, Secretary-Treasurer. 

Lowndes County Medical Society has elected Dr. G. T. 
Crozier, President; Dr. D. W. Freeman, Vice-President; 
Dr. T. H. Smith, Secretary-Treasurer. 

Pike County Medical Society has elected Dr. J. C. Beau- 
champ, President; Dr. D. L. Head, Vice-President; Dr. M. 
M. Head, Secretary-Treasurer. 

Stewart-Webster County Medical Society has elected Dr. 
J. M. Kenyon, President; Dr. J. H. Foster, Vice-President ; 
Dr. W. F. Walker, Secretary-Treasurer. 

Tri-County Medical Society has elected Dr. J. L. Cheshire, 
President; Dr. W. C. Hays, Vice-President; Dr. C. K. 
Sharp, Secretary-Treasurer. 

Dr. Victor H. Bassett, Savannah, who it is alleged was 
dismissed from the position of Director of the Hygienic 
Laboratory of the Board of Sanitary Commissioners of 
Savannah for refusing to pay political assessments, has 
been restored to his position, and has in addition been 
made Acting Health Officer of the City during the reor- 
ganization of the Health Department. It is proposed to 
hold a competitive examination for the positions of Health 
Officer and Supervisor of Public Health Nurses and to 
place the positions permanently out of politics. 

Dr. Alfred F. White, Flovilla, has been elected President 
of the State Medical Board. 

Dr. Bracken, Surgeon in charge of Ashbury Veterans’ 
Hospital, Minneapolis, Minn., has been transferred to the 
Government Hospital, Atlanta. 
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Dr. T. F. Harper, Coleman, President, Randolph County 
Medical Society, has left Coleman to locate in Newman, Ga. 

Dr. J. H. Chandler, Swainsboro, has been elected City 
Physician. 

Dr. Richard L. DeSaussure, Brunswick, has resigned as 
County Health Commissioner of Glynn County and has ac- 
cepted a similar position in Ohio. 

Dr. Lonnie Woodfin Grove and Miss Dorothy Haverty, 
both of Atlanta, were married January 19. 

Dr. Henry Taylor Compton and Miss Sarah Millburn 
Walthour, both of Savannah, were married January 24. 

Deaths 

Dr. William H. Crow, Pavo, aged 52, died February 4 at 
Sylvester from injuries sustained in an automobile accident. 

Dr. Paul Tudor Jones, Columbus, aged 71, died Feb- 
ruary 9. 

Dr. Thomas Hartley Hall, Dublin, aged 85, died February 
12 from senility. 

Dr. Daniel Hughes DuPree, Athens, aged 39, died February 
22 from angina pectoris. 

Dr. Henry Latimer Rudolph, Gainesville, aged 43, died 
January 28 from pneumonia. 

Dr. Thomas J. Kennedy, Coolidge, aged 60, died February 
8 from heart disease. 

Dr. Charles P. Brightwell, Maxeys, aged 47, died Decem- 
ber 25 from influenza. 


KENTUCKY 


At the recent annual meeting of the Kentucky State Board 
of Health, held in Louisville, the following appointments 
were made: Dr. Philip E. Blackerby, Director of the Bureau 
of County Health Work; Dr. Lillian H. South, Director of 
the Bureau of Bacteriology and Epidemiology; Dr. John S. 
Lock, Director of the Bureau of Tuberculosis; Dr. Annie 
Veech, Director of the Bureau of Child Hygiene; Dr. Jethra 
Hancock, Director of the Bureau of Venereal Disease; Dr. 
Charles B. Kobert, Director of the Bureau of Trachoma and 
Conservation of Vision; Dr. Samuel W. Bates, Superin- 
tendent of the State Tuberculosis Sanatorium, Hazelwood; 
Dr. Frank J. O’Brien, Director of the Bureau of Mental 
Hygiene, and Miss Williamson, Director of the Bureau of 
Public Nursing. 

Dr. William H. Coffman, Georgetown, has been elected 
President of the Scott County Board of Health. 

Free physical examinations will be given to many thou- 
sands in Louisville under supervision of the faculties of the 
medical and dental colleges of the University of Louisville. 
The work will be done through the co-operation of the Uni- 
versity officials with the Jefferson County Medical Society 
and the county dental society. 

A “Habit Clinic,” the second of its kind in the United 
States, has been established by the Psychological Clinic in 
Louisville, under the supervision of the Louisville Society 
for Mental Hygiene. The Clinic is for children of pre- 
school age who show pernicious habits which, if unchecked, 
may become serious. The first clinic was established in 
Boston in 1922. ‘ 

The County Tuberculosis Hospital, Henderson, which has 
been thoroughly remodeled and furnished with new equip- 
ment, was reopened January 17. 

Tuberculosis clinics will be held in twenty counties in 
the State, as follows: Rockcastie, Lincoln, Fulton, Graves, 
Scott, Johnson, Bourbon, Grayson, Daviess, Mason, Mont- 
gomery, Clark, Mercer, Boyle, Pulaski, Henry, Laurel, Hop- 
kins, Christian and Knott. 

The Health Department of the Woman’s Club, Fulton, has 
inaugurated a campaign to raise funds which will be ex- 
pended in equipping a public clinic in Fulton, where chil- 
dren of school age and under, whose parents are unable to 
pay for necessary dental or surgical treatment, can be 
treated free of charge. The clinic will, in a measure, take 
the place of a municipal hospital. 

Oldham County Health Board is composed of the follow- 
ing members: Dr. R. B. Cassady, Dr. E. F. Weeks, Dr. H. 
B. Blaydes, Dr. R. B. Pryor and County Judge A. T. Ladd. 
Dr. Cassady is County Health Officer and is Chairman of 
the Board. 

Establishment of permanent headquarters of the National 
Health Exposition Association in Louisville was recently 
announced. The Association was formed by a group of 
state and city health officials to conduct health expositions 
along ethical lines and eliminate promotional methods and 
profits from such enterprises. The organization will main- 
tain a permanent staff ard its personnel will be sent to vari- 
ous cities whenever required. Dr. Geo. Parrish, Portland, is 
First Vice-President ; Dr. Hiram Read, Seattle, Second Vice- 
President; Mr. R. E. Logsdon, Secretary-Treasurer. Mem- 
bers of the Advisory Council are: Dr. L. M. Powers, Los 
Angeles; Dr. H. L. Sayler, Des Moines; Dr. F. W. Almond, 
Boise, Idaho; Dr. R. C. Turck, Jacksonville, Fla.; Dr. 
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Thomas Tetreau, Portland, Me.; Dr. Rodney Fagen, Des 
Moines; Dr. W. Dickie, Sacramento, Calif.; Dr, 
M. Olin, Lansing, Mich.; Dr. W. S. Rankin, Raleigh 
N. C.; Dr. E. G. Williams, Richmond, Va.; Dr. S. J. Crum. 
bine, Topeka; Dr. J. D. Dowling, Birmingham, Ala.; Dr, 
Oscar Dowling, New Orleans; Dr. S. W. Welch, Mont- 
gomery, Ala.; Dr. C. C. Slemons, Grand Rapids; Dr. W. §. 
Leathers, Jackson, Miss.; Dr. Charles Duncan, Concord, 
N. H.; Dr. I. H. Dillon, Lincoln, Neb.; Dr. W. C. Fowler, 
Washington, D. C.; Dr. Henry R. Vaughan, Detroit; Dr. 
C. W. Garrison, Little Rock. 

A Health and Welfare League for Grayson County was 
recently organized. 

Rowan County Health Board is composed of the follow- 
ing members: Dr. A McClease, Health Officer; J. 
W. Riley, Chairman; D. B. Cornett, Morehead; Dr. J. Vin- 
ton Messer, Bluestone; Dr. Samuel Porter, Vale. 

The Central Division of the American Roentgen Ray §o- 
ciety, at the recent meeting in Louisville, elected the fol- 
lowing officers: Dr. . Y. Keith, Louisville, President; 
Dr. W. O. Upson, Battle Creek, Mich., First Vice-President; 
Dr. Charles Goosman, Cincinnati, Ohio, Second Vice-Presi- 
dent; Dr. R. C. Beeler, Indianapolis, Ind., Treasurer. The 
next meeting will be held in Indianapolis. 

Dr. C. M. Rice, Sutherland, has been appointed a mem- 
ber of the Daviess County Health Board, succeeding Dr. M. 
H. Walker, resigned. 

Dr. Frederick J. Hoitash and Miss Agnes Maria Stadler, 
Ashland, were married February 24. 


Deaths 


Dr. J. H. Forest, Murray, aged 68, died December 11 from 
pneumonia. 

Dr. W. H. Conway, Covington, aged 79, died February 5. 

Dr. Frank C. Simpson, Louisville, aged 65, died February 
25 from pneumonia. 

Dr. Thomas P. Caldwell, London, aged 82, died Feb- 
ruary 26. 

Dr. George Hinkle, Sanders, aged 40, died February 6 
from influenza. 

Dr. J. M. Williams, Pikeville, was shot and killed early 
in February. 

Dr. John W. Williams, Olive Hill, aged 80, died February 
8 from heart trouble. 

Dr. J. C. Wood, Bardstown, aged 88, died March 6. 


LOUISIANA 


The annual meeting of the Louisiana State Medical So- 
ciety will be held in New Orleans April 24, 25 and 26—note 
change in date. The House of Delegates will meet on 
April 23. 

Dr. Oscar Dowling, President of the State Board of 
Health, was a member of a party of prominent physicians 
and surgeons who recently were on a cruise to Central and 
South America. He was one of the Committee at the lay- 
ing of the corner-stone of the Gorgas Memorial Institute of 
Tropical Medicine in the City of Panama, February 18. 
Dr. Belisaio Porras, President of the Republic of Panama, 
gave the chief address on this occasion. 

The Public Health Hospital, Shreveport, was closed Feb- 
ruary 10. It was the last of its kind in the United States. 

On May 12, National Hospital Day, a state-wide cam- 
paign to collect $400,000 for the Charity Hospital, New 
Orleans, will be inaugurated. 

Dr. J. G. Yearwood, Caspiana, has been elected Health 
Officer for Caddo Parish. . 

Dr. L. R. DeBuys, Professor of Pediatrics, Tulane Uni- 
versity of Louisiana, New Orleans, was recently elected a 
member of the Board of Directors of the American Child 
Health Association. 

Dr. Rudolph Matas, New Orleans, has been elected a 
member of the Royal Academy of Barcelona, Spain, also 
corresponding member of the Societe de Chirurgie at Paris. 


Deaths 


Dr. Jacob D. Graybill, New Orleans, aged 74, died Feb- 
ruary 1. 


MARYLAND 
The annual meeting of the Medical and Chirurgical Fac- 


. ulty of Maryland will be held in Baltimore April 24-26. 


In the February issue of the JourRNAL, under this head- 
ing, we stated that “Dr. Keith Rice has been appointed by 
the staff of Johns Hopkins Hospital, Baltimore, as Assist- 
ant Resident Surgeon in the Church Home Infirmary, & 
branch of Johns Hopkins.” The JouRNAL was in error, a& 


(Continued on page 36) 
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“ALKANITE” 


the new curative chemical in chronic bone affections, used as a “plastic 
dressing’, is being employed with fine results in a number of hospitals. 


Anti-Listerian in theory, its clinical history proves that bed-ridden cases 
soon become ambulatory, old lesions heal up from the bottom and usually 
without a scar, and there are practically no recurrences. The pyogenic 
infection is completely eliminated. 


Thru druggists at $5 per Ib—q. s. for about 300 treatments. Did you 
read Dr. Thorek’s article in “Annals of Surgery” for January, ’23? Re- 
prints are available to physicians. 


“Alkanite” SHARP & DOHME-sole makers 


in osteomyelitis 41 John St.—New York 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade bark, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS, Chemists U.S. A. 
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Burdick Infra-Red “Bottle” 

type Generator applied to 

pelvic region. 

The 
Infra-Red 
rator 
remov 0 show 
“black body” ‘ruc- R 
ly” cons‘ruc. ays 
latest development of Light therapy 
promises to be the greatest. The Infra- 

Red Rays are proving so eminently satis- 
factory in the hands of the Clinicians who 
are using them, that they have already es- 
tablished their value as a therapeutic agent. 

These Infra-Red Rays are invisible Light 
Rays; they constitute 80% of Sunlight; are 
deeply penetrative; have little thermal ef- 
fect on the skin and are converted into a 
bland, grateful heat in the deeper tissues. 

The perfection of a “Black Body” appli- 
ance which puts the Infra-Red Rays at the 
disposal of the Medical profession is the 
greatest achievement of the Burdick Re- 
search Laboratories. 

The Burdick Appliances produce Infra-Red 
Rays in a simple, effective manner. They 
are portable, inexpensive and produce Infra- 
Red Rays of varying wave lengths under 
perfect control. They can be connected to 
any light socket and used with absolute 
safety. 

We have gathered a wealth of valuable 
information on this new technic into an in- 
teresting treatise entitled “Jnfra-Red Ther- 
apy.” Every physician can have a copy— 
Free of charge. 

e 
Burdick Cabinet Company 
Manufacturers of Light Therapy Equipment 
400 Madison Ave. Milton, Wisconsin 
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the Church Home Infirmary is a private institution having 
no connection with Johns Hopkins Hospital. 

The President of the Johns Hopkins University, Balti. 
more, has announced a conditional gift of $900,000 from 
an anonymous donor; also a grant of $2,000,000 to the 
University from the Carnegie Corporation. The latter gift 
will be used in the construction and maintenance of an out- 
patient dispensary and diagnostic clinic. The $900,000 gift 
is provisional on the raising of $1,000,000 by April 1. The 
Phipps fund of $60,000, formerly available each year for 
the maintenance of the psychiatric clinic, will cease on that 
date. The anonymous gift will be expended for the expan- 
sion as well as the endowment of the psychiatric clinic. 

Johns Hopkins University, Baltimore, has bestowed the 
honorary degree of Doctor of Laws on Sir Auckland Camp- 
bell Geddes, British Ambassador at Washington. 

Plans are being made to establish at the University of 
Maryland, Baltimore, a Department of Mental Hygiene, to 
be conducted as a mental hygiene clinic, where physicians 
from the state institutions will be in attendance, enabling 
them to come in contact with patients suffering from 
mental disorders in the incipient stages. The clinic will be 
an intermediate step between the home and hospitals. 

The new building for the School of Hygiene and Public 
Health of Johns Hopkins University, Baltimore, is under 
way. It will be an eight-story structure and will cost 
$1,000,000. Work on the east wing of the new Women’s 
Clinic of Johns Hopkins Hospital has been finished and 
preparations are being made for the erection of the left 
wing. The Pathologic Laboratory of the Medical School 
has been completed. The Woman’s Clinic and the Patho- 
logic Laboratory were erected at a cost of $900,000. Funds 
for the Public Health Building were supplied by endowment 
from the Rockefeller Foundation. 

Dr. Charles M. Byrnes, Associate in Clinical Neurology at 
Johns Hopkins University, Baltimore, was recently elected 
President of the Philadelphia Neurological Society. 

Dr. Daniel Jenifer has been appointed Health Officer for 
Baltimore County, to succeed Dr. John S. Green, resigned. 

The Baltimore County Medical Society has elected Dr. 
Albert L. Wilkinson, President; Dr. Robert H. Riley, Sec- 
retary. 

Dr. Alexius McGlannan, Chief Surgeon of the Mercy Hos- 
pital, Baltimore, has been appointed Consulting Surgeon for 
the Fort McHenry Hospital, Baltimore. 

Dr. John W. Ebert has been appointed Physician to the 
Baltimore County Jail, Towson, succeeding Dr. J. R. Green, 
deceased. 4 

Dr. Howard Barker has been appointed Medical Officer 
in charge of U. S. Veterans’ Hospital No. 56, Fort Mc- 
Henry. 

Dr. Edward Mitchell Hanrahan, Jr., and Miss Evelyn 
Barton Randall, both of Baltimore, were married February 3. 


Deaths 
Dr. Howard R. Hopkins, Hillsboro, aged 70, died January 


25 from influenza. 
Dr. George T. Shower, Baltimore, aged 81, died February 


2 from senility. 


MISSISSIPPI 
The Battle Creek treatments and an electrotherapy de- 
partment has recently been added to Dr. H. H. Kinney’s 
Infirmary at Okolona. 
Dr. L. B. Ward, Shaw, and Miss Vivian McCool, Green- 
ville, were married January 5. 


Deaths 
Dr. John Mason Phillips, Evansville, aged 63, died Feb- 
ruary 8. 
Dr. J. Epps Pegram, Tiplersville, aged 72, died December 
24 from intestinal obstruction. 


MISSOURI 

The annual meeting of the Missouri State Medical Asssoci- 
ation will be held in Joplin, May 8-10. 

Callaway County Medical Society has elected Dr. A. D. 
Ferguson, President; Dr. W. H. Williamson, Vice-Presi- 
dent; Dr. M. Yates, Secretary-Treasurer. 

Moniteau County Medical Society has elected Dr. L. L. 
Latham, Latham, President; Dr. J. P. Burke, California, 


' Vice-President; Dr. R. H. Miller, California, Secretary- 


Treasurer. 

Schuyler County Medical Society has elected Dr. J. C. 
Coffee, Queen City, President; Dr. A. J. Drake, Lancaster, 
Vice-President; Dr. J. B. Bridges, Downing, Secretary- 
Treasurer. 


(Continued on page 38) 
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Dependability 


Eastman 
Dupli-Tized X-Ray Films 


Uniformly fast for 4oth direct and screen 
exposures. 


Uniformly high quality in contrast and free- 
dom from manufacturing defects. 


Freedom from emulsion fog. 


Certainty of supply. 


For interesting facts on these points write 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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TRADE MARK 


Since 1911 the Premier Remedy in the 
Treatment of Rheumatism, Gout, Neu- 
ralgia, Neuritis, Sciatical, Lumbago. 


Look for the name 
“SCHERING & GLATZ, INC.” 


on the Label, the Seal Band and on each 
Individual Tablet. 


If it’s not S. & G.’s, 
It’s not ATOPHAN. 


Obtainable from any up-to-date Druggist 


Complimentary Trial Package and 
Information from 


Schering & Glatz, 
Incorporated 


150-152 Maiden Lane, 
NEW YORK. 


705 Unity Building, 
MONTREAL. 
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The Health Conservation Association has been organired 
by the amalgamation of the Kansas City Tuberculosis So- 
ciety and the committees for social hygiene, mental hygiene 
dental hygiene and cancer control with offices in Kansas 
City. Campaigns against tubercu'osis, cancer, venereal] dis. 
ease and other preventable or curable diseases will be con- 
ducted. R. E. Parsons, President of the City Tuberculosis 
Society, was elected President, and Dr. Scott P, Child, 
Treasurer. 

The St. Luke’s Hospital, Kansas City, which was built 
and equipped at a cost of approximately $700,000, was for- 
mally opened February 25. It has a capacity of 400 pa- 
tients. 

The staff of Boone County Hospital has re-elected the 
following officers: Dr. Frank G. Nifong, Columbia, Chief 
of Staff; Dr. J. E. Thornton, Columbia, Vice-Chairman; Dr, 
Wm. O. Fischer, Columbia, Secretary. 

Dr. Franklin E. Murphy, Kansas City, has resigned as 
a member of the State Board of Health. 

A banquet was recently given at Springfield in honor of 
Dr. Murray C. Stone and Dr. William R. Beatie, outgoing 
and incoming Presidents of the Green County Medical §o- 
ciety. 

Dr. William F. O'Malley, Webster Groves, has been ap- 
pointed Health Commissioner of St. Louis County. 

Dr. Albert E. Holly, St. Joseph, has been appointed County 
Physician, succeeding Dr. Walter Hansen. 

Dr. J. T. Thatcher has been named Deputy State Com- 
missioner of Health for Holt County. 

Dr. Horace W. Carle, St. Joseph, has been elected Presi- 
dent of the City Board of Health, succeeding Dr. John M. 
Bell, resigned. 

Dr. Perey J. Carroll, Major, M.C., U. S. Army, Jefferson 
Barracks, and Miss Helen Byrne, St. Louis, were married 
February 3. 


Deaths 


Dr. William Augustus Hardaway, St. Louis, aged 73, died 
February 3. 

Dr. Albert Butler Stone, Lamar, aged 73, died February 3 
at Pittsburg, Kan., from carcinoma of the prostate. 

Dr. Henry L. Mann, Kansas City, aged 75, died Feb- 
ruary 13. 

Dr. Joseph B. Morrison, Maryville, aged 86, died in Feb- 
ruary in New York. 

Dr. Edwin D. F. Phillips, Kansas City, aged 81, died D2- 
cember 24 from chronic nephritis. 

Dr. J. McLean Moulder, Kansas City, aged 73, died March 
4 from heart trouble. 

Dr. James A. Waterman, Breckenridge, aged 60, died 
March 2 at the St. Mary’s Hospital, Jefferson City, follow- 
ing an operation. 

Dr. James Claud Wilhoit, Kansas City, aged 38, died 
February 17 in a local hospital from pneumonia. 

Dr. George Albert McCulloch, Excelsior Springs, aged 59, 
died February 13 as a result of injuries received when the 
car in which he was riding collided with a train. — 

Dr. DeWitt F. Eskew, Poplar Bluff, aged 74, died sud- 
denly February 24 from acute indigestion. : 

Dr. Benjamin Franklin Wolfe, Carthage, aged 90, died 
February 22 from arteriosclerosis. ; 

Dr. E. S. Carpenter, Kansas City, aged 90, died Feb- 
ruary 22. 

Dr. Daniel Orville Abrams, Independence, aged 75, died 
suddenly February 27. 

Dr. Gustav D. Heinrichs, St. Louis, aged 86, died Feb- 
ruary 14. 

Dr. J. H. Rice, Quincy, aged 70, died early in February: 


NORTH CAROLINA 


The annual meeting of the North Carolina State Medical 
Association will be held in Asheville, April 17-19. 

At the recent meeting of the Tri-State Association held 
in High Point, the following officers were elected: Dr. 
Charles O. H. Laughinghouse, Greenville, President; Drs. 
D. A. Stanton, High Point, W. L. Peple, Richmond, Va., 
and S. B. Sherrard, Gaffney, S. C., Vice-Presidents; Dr. 
James K. Hall, Richmond, Va., re-elected Secretary-Treas- 
urer. The next meeting will be held in Greenville, S. C. 

Raleigh Academy of Medicine has elected Dr. M. K. Gib- 
son, Prsident; Dr. Hugh A. Thompson, Secretary; Dr. H. 
M. Bonner, Treasurer. 

The bill to abolish the Department for the Criminal Insane 
at the State Prison and place the inmates in_ the State 
Hospitals for the Insane has been passed by the Senate. 
The Senate has also approved the transfer of control of the 
State Sanatorium for the Treatment of Tuberculosis from 


(Continued on page 40) 
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BIFOCALS 


Differ from others in principle as well as in looks. 


Instead of a sharp line of division, (which at the worst is conspicuous and ugly, 
and at the best is annoying to the eye,) the Steadfast has a slight neutral zone, which 
leads the eye imperceptibly from distance tu reading, or vice versa, without any sudden 
shock. It is a true “invisible bifocal,’ made in one piece, without cement, and at a most 
reasonable figure. It never requires attention as cement lenses do, and it always re- 


mains invisible. 
| Spherical, $3.50 


Price per pair, ground to size, 
| Cylindrical, $4.00 


The only Invisible Bifocal Lens ever offered at these Prices. 


OUR PRESCRIPTION SERVICE 


Whether on specialties or on the regular line of every day work, represents the best 
that experience and pains can furnish. It’s quick, but careful, and highly finished with- 
out being expensive. You can easily prove what we say by sending an order or two; 
shall we supply you with Rx Blanks? 


OUR PROMPTNESS MINIMIZES DISTANCE 


D. V. BROWN 


Wholesale and Manufacturing Optician, Direct Importer, 


736, 738, 740 Sansom Street, Philadelphia 
P. O. Box 1392 
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ACCURACY 


SIMPLICITY 


RELIABILITY 


“STANDARD FOR BLOODPRESSURE” 


HEN a work of any descrip- 
tion is acknowledged to be 
supreme in its field, there are 
invariably those who imitate and 
claim equality with it, and who seek 
to profit through its high repute. —~ 
This is not unusual for it inevitably 
befalls any product which enjoys the 
reputation of being exceptionally fine. 


UCH efforts to duplicate the origi- 

nal never attain to the skill and 
the deep, inner excellence that give 
it distinction; and by the natural law 
that the follower can never be the 
leader they are forever barred from 
reaching the goal so unwisely sought. 
‘~ The doctor, sitting in impartial 
judgment, is not deceived by unsup-. 
ported claims, and does not accept 
them as a substitute for performance. 


YOUR DEALER HAS THE 
BAUMANOMETER IN STOCK 


W. A. BAUM CO.,, INC. 
100 FIFTH AVENUE - NEW YORK 


(Continued from page 38) 


the State Board of Health to a board of direc 
named by the Governor. edie: 

The Government has appropriated $25,000 for improve. 
ments to the North Carolina Orthopedic Hospital for Crip. 
pled Children, Gastonia, and $65,000 annually for the next 
two years for maintenance. The age limit of children who 
can enter the Hospital has been raised from 14 to 16 years. 

Dr. Fletcher H. Harris, Henderson, has been elected Health 
Officer of (Vance County to succeed Dr. Bomar A. Olds, who 
resigned to accept a position with the Rocky Mount Sana- 
torium. 

Tranquil Park Sanitarium, Charlotte, was sold to the 
Homes Realty Company, Charlotte, in February. Patients 
have been transferred to other hospitals in Charlotte. Dr, 
John Q. Myers established the sanitarium for nervous and 
mental diseases in 1916 and will continue the same work, 
but will hospitalize his patients in other hospita’s. 

In order to meet the demand for trained directors in 
physical education throughout the State, the North Caro- 
lina College, Greensboro, has adopted a four years’ course 
in hygiene and physical education. 

Dr. J. T. Burrus, High Point, has been elected a member 
of the Guilford County Board of Health to succeed Dr. H. 
W. McCain, deceased. 

Dr. Charles Daligny has been elected County Health Officer 
of Montgomery County. 

Dr. J. W. Davis, Statesville, has bought the interest of 
the late Dr. Forest G. Carpenter in the Carpenter-Davis 
Hospital and will continue its operation. 

An orthopedic clinic has been established at Charlotte. 
Dr. Alonzo Myers, who gives his services free, is in charge. 

Deaths 


Dr. Marvin LeRoy Smoot, Fayetteville, aged 46, died Feb- 
ruary 6 following a long illness. 

Dr. Robert N. Cartwright, Fairfield, aged 65, died re- 
cently. 

Dr. Isaac Arthur Harris, Weaverville, aged 84, died De- 
cember 29 from cerebral hemorrhage. 

Dr. George Alexander Graham, Raeford, aged 70, died 
February 1. 

Dr. David Lucas, Enfield, died January 15. 


OKLAHOMA 


The annual meeting of the Oklahoma State Medical Asso- 
ciation will be held in Tulsa, May 15-17. 

Dr. Catherine Brydia, Ada, has been appointed Superin- 
tendent of Health of Pontotoc County. 

Several physicians of Durant will purchase the Durant 
Memorial Hospital and it will be operated under the direc- 
tion of the Bryan County Medical Society. 

Dr. J. E. Walker, Shawnee, has been reappointed County 
Superintendent of Health of Pottawatomie County. 

Dr. C. C. Richards, Marlow, has been appointed Health 
Officer for Stevens County. ; 

The annual meeting of the Oklahoma Academy of Science 
was held at the University of Oklahoma February 10. 

Dr. F. L. Walton, Muskogee, has been appointed Health 
Officer of Muskogee County, to succeed Dr. F. W. Ewing. 

Dr. J. E. Arrington, Frederick, has been appointed 
Health Officer of Tillman County. 

Dr. W. T. Mayfield, Norman, and Miss Delores Burrell, 
Santa Anna, Calif., were married in January. 

Deaths 

Dr. Leota S. Cunningham, Tulsa, aged 48, died Febru- 
ary 7. . 

Dr. Benjamin Thomas Coppedge, Bristow, aged 70, died 
February 24. 

(Continued on page 42) 


Dr. H. H. Kinney’s Infirmary 
OKOLONA, MISS. 


Has recently added the Original Battle 
Creek Treatments and an Electrotherapy 
Department. For further information 
address Dr. Kinney’s Infirmary, Okolona, 
Miss., Mrs. Juliet King, Secy. 
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THREE REASONS WHY YOU SHOULD USE 


Syringes 


1. They do not leak 
2. They do not bind 
3. They do not crystallize 


.- 2.00 


Centre or Eccentric Tip 
Leading Dealers Everywhere 


2) 


THE LEADER 


The performance is the test 
that proves leadership. The re- 
sults are what count. These state- 
ments apply particularly to X-Ray 
Apparatus and Accessories. You 
are cordially invited to investigate 
the performance and results of 
Acme-International products. 


A Mark of Quality a) A Sign of Service 


ACME-INTERNATIONAL X-RAY COMPANY 


341 West Chicago Avenue Chicago, Illinois 


Service and Distributing Headquarters in all Localities 
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(Continued from page 40) 


Dr. Waverly McGee Hume, Coalgate, aged 60, died Feb- 
ruary 3 in Sherman, Tex., from erysipelas. 


SOUTH CAROLINA 

The annual meeting of the South Carolina State Medical 
Association will be held in Charleston, April 17-19, 

Columbia County Medical Society has elected Dr. N. B. 
Heyward, President; Dr. F. M. Routh, Vice-President; Dr. 
W. P. Cornell, Secretary-Treasurer. 

Florence County Medical Society has elected Dr. L. B, 
Salters, President; Dr. E. M. Allen, Vice-President; Dr, 
M. R. Mobley, A 

Laurens County Medical Society has elected Dr. H. §, 
A STANDARD Black, President; Dr. R. R. Walker, Vice-President; Dr, 
J. W. Davis, Secretary-Treasurer. 


Green, Orangeburg, President; Dr. A. L. ack, Bowman, 
(Free From Alcohol) Vice-President; Dr. G. M. Truluck, Orangeburg, Secretary- 

Treasurer. 
For Preparing The following have been elected Trustees of the Board of 
MALT SOUP the Medical College of the State of South Carolina, Charles- 
ton: Drs. Gottlob A. Neuffer, Abbeville, Larkin H. Jen- 


nings, Bishopville, E. H. Barnwell, Charleston, and D. T. 
Riley, Florence. 


Of recognized value in the Deaths 
Dr. James M. McCallum, Leeds, aged 87, died January 21 
; from senility. 
pee, | Dr. William A. aged 56, died at Green- 
ille January 30 from heart disease. 

weight increase, marked change in character of ; 
stools and generally a satisfactory improvement. ae _ Berley Epting, Greenwood, aged 66, died Feb. 
TS MALT SOUP-EXTRACT is Dr. B. F. Few, Greer, died January 23. 


composed solely of Malt Extract and Potassium 
Carbonate in their correct proportion, according 
te the original Malt Soup Formula. TENNESSEE 


The annual meeting of the Tennessee State Medical As- 
sociation will be held in Neshville, April 10-12. Clinics will 


i i f the first t days; readi 
BORCHERDT MALT EXTRACT CO. afternoon of the dae 
H i f t lay. 
217 N. Lincoln St. CHICAGO, ILL. Society. Dr. W. B. 
(Continued on page 44) 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 
DEPARTMENTS 
PATHOLOGY BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
Allen H. Bunce, A.B.,M.D.,F.A.C.P. George F. Klugh, B.S., M.D. Jackson W. Landham, M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 
methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 
treatment are indicated. 


Fee lists and containers for pathologicalspecimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
Professional Bldg., 65 Forrest Ave., Atlanta, Ga. 
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BB Bandage | B AND ; 


2h HICHES x 6 YARDS 
_oageh 6 Binck B. & B. and J. & J. Bandages in 
a six-yard packages at 


50% Saving 


Special lot of Bandages put up for U. S. Government at remark- 
ably low prices. 
Assorted as Follows 


To each carton. 16 cartons in case, for 
Price $5.00. 


Write for Special Prices in Larger Quantities. 


Prepai 
repaid 

We will ship single cartons or more by parcel post (no charge 
made for postage) or case lots (16 cartons) by prepaid freight to any 


part of United States. 
Order Now 


Supply limited. Order as soon as possible. 
Fill Out Space Below and Mail to Us 


4Doz.3 in. 


4 Doz. 214 
4 Doz. 314 in. 


DOSTER-NORTHINGTON DRUG CO., 
2108 First Avenue, 
Birmingham, Ala. 
Gentlemen: 
Please send me at once by 
Cartons Government Bandages at $5.00 each. 
Cases Government Bandages at $69.00 each. 
oc. 0. D. Charge O 


Yours truly, 


Name 


Address 


Doster-Northington Drug Co. 


Surgical Instruments, Hospital Supplies and Wholesale Drugs, 
BIRMINGHAM, ALA. 
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Anti Rabic Virus 


TERRELL 


(U. S. Government License No. 84) 


You can treat your Rabies cases at home 
and thus help your patient economize in 
time and money. The product is uniform. 
It establishes a high degree of immunity. 
It is harmless. The treatments are free 
from complications. Reactions are less. 


Anti Rabic Virus, Terrell, has been used 
in over 1,000 cases with success and without 
deleterious effect in any instance. It is 
available for prompt institution of treat- 
ment, at the following Laboratories: 


TERRELL’S 
LABORATORIES 


The North Texas and Oklahoma Pasteur 
Institutes 


FORT WORTH 


(Texas State Bank Building). 


DALLAS 
(Medical Arts Building) 


RANGER 


(Terrell Building). 


TULSA 
(Richards Building). 


MUSKOGEE 


(Surety Building). 


OKLAHOMA CITY 


(Bailey-Terrell Laboratories). 


EL PASO 
(Turner’s Clinical Laboratory). 


TOPEKA, KANSAS 


(Lattimore Laboratory). 


(Continued from page 42) 


Lovingood, President; Dr. E. L. Ellis, Vice-President; Dr. 
F. A. Zoller, Secretary-Treasurer. , 

Dickson County Medical Society has elected Dr. H, 
Weaver, President; Dr. J. J. Teas, Vice-President; Dr. Ww. 
J. Sugg, Secretary-Treasurer, re-elected. 

Henry County Medical Society has elected Dr. W. Q. 
Hagler, Haglersville, President; Dr. R. O. Perry, Manley. 
ville, Vice-President; Dr. J. T. Freeman, Paris, Secretary. 

Lauderdale County Medical Society has elected Dr. R. B. 
Wilson, Gates, President; Dr. J. L. Dunavant, Henning, 
First Vice-President; Dr. W. C. Sanford, Ripley, Second 
Vice-President ; Dr. W. V. Sanford, Ripley, Secretary-Treas. 
urer. 

Putnam County Medical Society has elected Dr. Z. L, 
Shipley, President; Dr. J. T. Moore, First Vice-President; 
Dr. J. MacWheeler, Second Vice-President; Dr. Lex Dyer, 
Secretary-Treasurer. 

Weakley County Medical Society has elected Dr. C. M. 
Sebastian, Martin, President; Dr. J. M. Stewart, Martin, 
Vice-President ; Dr. B. B. Parish, Dresden, Secretary-Treas- 
urer, re-elected. 

White County Medical Society has elected Dr. C. E. 
Tubb, President. 

Dr. George M. Brandau, Clarksville, has accepted an ap- 
pointment as a member of the staff of the New Jersey 
State Hospital for Nervous and Mental Diseases, Greystone 
Park, N. J. 

Deaths 


Dr. John R. Harwell, Nashville, aged 86, died February 
7 from senility. 

Dr. Harry Hilton Brown, Jasper, aged 26, died February 
22 at the Oakville Sanitarium, Memphis, from pneumonia. 


TEXAS 

The annual meeting of the Texas State Medical Associa- 
tion will be held in Fort Worth, May 8-10. 

Austin County Medical Society has elected Dr. Bernard 
E. Knolle, Industry, President; Dr. Herbert E. Roensch, 
Kenney, Vice-President; Dr. Otto E. Steck, Bellville, re- 
elected Secretary-Treasurer. 

(Continued on page 46) 


We Lead Because 
We Specialize 


Evidence: 


The Medical Protective Co., 

Fort Wayne, Indiana. 

Gentlemen : 

Your vigorous action in this case has merited an earlier 
acknowledgment. 

I have had occasion recently to compare your methods. I 
HAVE PERSONALLY ADVISED MY ACQUAINTANCES 
TO CARRY ALL THEIR GUNS WITH THE MEDICAL 
PROTECTIVE, a big established professional organization 
which devotes all its time to obtaining maximum results, 
and which does not quibble and is willing to go the limit. 
This was my first experience of this nature in a practice 
dating from 1898. THE SATISFACTION OF PROTEC- 
TION IS HARD TO ESTIMATE WHEN IT DOES COME 
AND THE SATISFACTION OF ABLE VINDICATION 
1S EVEN GREATER. 


Very sincerely, with best wishes. 


FOR MEDICAL PROTECTIVE 
SERVICE 


HAVE A MEDICAL PROTECTIVE 
CONTRACT 


The Medical Protective Co. 
f 
Fort Indiana. 
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NOVARSENOBENZOL BILLON 


NEOARSPHENAMINE 


LES ETABLISSEMENTS POULENC FRERES, Paris 


Sole licensees to manufacture in the U.S.A. 
POWERS-WEIGHTMAN-ROSENGARTEN CO., Philadelphia 
. The American production is identical with the French. Orders repeated with increasing 


quantities, emphasize tho unqualified approval of Novarsenobenzol Billon since its 
re-introduction into the United States. 


CAN BE SECURED FROM YOUR SUPPLY HOUSE OR DRUGGIST 


PULMONARY TUBERCULOSIS 


“«# * * one remedy which brings some comfort and encouragement 
in the struggle against the condition of mixed infection is creosote, 
which in large well sustained doses, will greatly reduce the suffer- 
ing from consumption and will conduce to recovery.” FLICK: 
Therapeutics of Tuberculosis, p. 15. 


CALCREOSE (calcium creosotate) is a mixture contain- 


ing in loose chemical combination creosote and calcium 
oxid. 


CALCREOSE has been taken by patients for years at a 
Y hail time without causing any untoward effect, thus making 
Calereose is chenies! comp it possible to get continued creosote effect. Literature 


and calcium. imate: 


and Samples on Request. 


Te | TABLETS, POWDER SOLUTION 


THe CHemicaL CoMPANY 
Newark, New Jersey 
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The 
Original 


ORLICK’ 


THE ORIGIN, 


Over 


Century 


A 
CTURERS 
MiLk CO» 


RACINE, WIS., U.S. A- 
CRA? suovon, BUCKS 


Avoid 
Imitations 


Prescribed 


One-third 


B. B. CULTURE 


The use of a lactic culture is indi- 
cated as a principal treatment in vari- 
ous morbid infections of the intestinal 
tract, both in early and adult life, and 
as an auxiliary procedure in many 
conditions in which such infections 
are sequelae. 


Lactic cultures have also proven 
their worth in combating external 
low-grade infections of non-patho- 
genic nature. 


In any of the above cases, B. B. 
CULTURE, with proper adjustments 
in diet if required, will show results 
which are gratifying alike to the pa- 
tient and to the physician. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


(Continued from page 44) 


Bastrop County Medical Society has elected Dr. ¢, H. 
Otken, Paige, President; Dr. Geo. M. Jones, Smithville 
Vice-President; Dr. T. B. Taylor, Bastrop, Secretary-Treas. 
urer. 

Bexar County Medical Society has elected Dr. E. W. Me- 
Camish, President; Dr. Minnie C. O’Brien, Vice-President: 
Dr. R. Stuart Adams, Secretary; Dr. C. E. Scull, Treasurer. 

Bowie County Medical Society has elected Dr. J. W. E. 
Beck, DeKalb, President; Drs. E. M. Watts, Texarkana, 
and W. E. Womack, Redwater, Vice-Presidents; Dr. C, ry 
Smith, Texarkana, Secretary-Treasurer. 


Caldwell County Medical Society has elected Dr. E. A, 
Benbow, Luling, President; Dr. H. B. Henry, Luling, Secre- 
tary-Treasurer. 

Clay County Medical Society has elected Dr. L. F. Crook, 
Bellevue, President; Dr. J. A. Allison, Henrietta, Vice. 
President; Dr. J. H. Ferris, Secretary-Treasurer. 

Childress-Collingsworth-Donley-Hall County Medical §o- 
ciety has elected Dr. H. L. Wilder, Clarendon, President; 
Drs. E. W. Moss, Wellington, J. H. Jernigan, Childress, and 
J. M. Ballew, Memphis, Vice-Presidents; Dr. O. L. Jenkins, 
Clarendon, Secretary-Treasurer. 

Comal-Guadalupe County Medical Society has elected Dr. 
F. R. Karbach, Marion, President; Dr. L. G. Wille, New 
Braunfels, Vice-President ; Dr. M. B. Brandenburger, Seguin, 
Secretary-Treasurer. 

Cooke County Medical Society has elected Dr. E. C. Mead, 
Gainesville, President; Dr. D. M. Higgins, Gainesville, Vice- 
President; Dr. Jas. M. Wattam, Gainesville, Secretary. 

Denton County Medical Society has elected Dr. T. C. 
Dobbins, Denton, President; Dr. Rebecca M. Evans, Denton, 
Vice-President; Dr. M. D. Fullingim, Denton, Secretary- 
Treasurer. 

DeWitt County Medical Society has elected Dr. H. H. 
Brown, Jr., Yoakum, President; Dr. L. W. Nowierski, 
Yorktown, Vice-President; Dr. B. J. Nowierski, Yorktown, 
Secretary-Treasurer. 

Ellis County Medical Society has elected Dr. Samuel L. 
Wadely, Palmer, President. 

Fisher-Stonewall County Medical Society has elected Dr. 
J. G. Hambright, Roby, President; Dr. B. F. Reaves, Rotan, 


(Continued on page 48) 


‘When your Sphygmomanometer 
shows your patient has high blood 
pressure, what are you going to do? 


Would you be willing to be con- 
vinced that Electro-therapy is of 
great value to you in many such 
cases? 


We have a very special proposition 


to make physicians who want to in- 
vestigate this subject. 


Write us on your own letter head 
for full particulars if you are inter- 
ested. 


Thompson Plaster X-Ray Company 
Leesburg, Va. 


Thompson Plaster X-Ray Co., 
Leesburg, Va. 


Send me full particulars re your special propo- 
sition as advertised in Southern Medical Journal. 


Name. 


Address. 
Enclose your letter head. 
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Milk Minus Its Water Content 


DRYCO is not to be considered as a substitute for fresh cow’s milk. 
In many important ways it is superior to it. Its nutrient value is higher. 
It is stable and uniform in composition. It is free from harmful bacteria. 
It is everywhere available and keeps well over long periods of time. It is 
more digestible than raw cow’s milk because the Just drying process (2 
second at 212°F.) produces a colloidal change in the casein, preventing the 
formation of large tough curds during digestion. Much of the cream is 
present as free fatty acid which is easier acted upon in the bowel. The 
vitamin content is not destroyed, hence, the antiscorbutic properties are 


preserved. 


DRYCO is easily prepared, pleasant to the taste, brings rapid gain in 
weight and strength. Therefore, DRYCO is eminently adapted for SICK, 
CONVALESCENT AND INVALID FEEDING, besides being unsurpassed 
and unequalled for the feeding of INFANTS. 


Send for literature, directions for use and sample. 
A booklet, “The Doctor’s Rubaiyat,” sent gratis on request. 


THE DRY MILK COMPANY, 18 PARK ROW, NEW YORK 
“An International Institution for the Study and Production of Pure Milk Products.” 


General Sedative 
Besides their use in Epilepsy, Luminal and Luminal-Sodium (Soluble 


Luminal) are constantly gaining in favor as sedatives in various dis- 


eases, VIZ.: 
Chorea Pertussis 
Neurasthenia Dysmenorrhea 
Cardiac Neuroses Gastric Neuroses 


Climacteric Disorders Exophthalmic Goiter 
Pre- and Post-Operative Cases 


For these conditions a 4 gr. dose, Z or 3 times daily, is usually 
sufficient, and tablets of this size are now availabl: . 

Literature on request 
WINTHROP CHEMICAL COMPANY, Inc., 16-22 Hudson St., New York, N. Y. 


WINTHROP PRODUCTS 


Conform to Original saber High Standards 
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Now obtainable in cAmpuls 
Digit 
Physiologically standardized Digitannoids 


Introduced as Digipuratum 


For Circulatory Disturbances. 
In Surgery to Sustain 
Heart Action 


Ampuls: 1 Cc. each, boxes of 6 
Powder: In vials of 4g oz. 
Tablets: 14g grains, tubes of 12 
Oral Solution: Vials of 12 Cc. 


Information on request 


MERCK & CO., New York 


(Continued from page 46) 


Vice-President; Dr. W. W. Callan, Rotan, Secretary-Treas. 
urer. 

Gonzalez County Medical Society has elected Dr. N. A 
Elder, Nixon, President ; Dr. W. T. Dunning, Gonzalez, Vice. 
President; Dr. W. T. Dawe, Gonzalez, Secretary-Treasurer, 

Grayson County Medical Society has elected Dr. Payl 
Gunby, Sherman, President; Dr. D. K. Jamison, Denison, 
Vice-President; Dr. W. A. Lee, Denison, Secretary-Treas- 
urer. 

Hamilton County Medical Society has elected Dr. C. §, 
Chandler, Hamilton, President; Dr. Raymond Tull, Carlton, 
Vice-President; Dr. C. C. Cleveland, Hamilton, Secretary. 
Treasurer. 

Hemphill-Roberts County Medical Society has elected Dr. 
E. H. Snyder, Canadian, President; Dr. W. - Brewer, 
Perryton, Vice-President ; Dr. L. V. Dawson, Canadian, See. 
retary-Treasurer. 

Parker-Palo Pinto County Medical Society has elected Dr. 
C. B. Williams, Mineral ‘Wells, President; Dr. R. H. Smith, 
Palo Pinto, Vice-President; Dr. E. F. Yeager, Secretary- 
Treasurer. 

Smith County Medical Society has elected Dr. Elbert D. 
Rice, President; Dr. Hugh H. Wisdom, Secretary. 

Upshur County Medical Society has elected Dr. J. M. 
Griffith, Big Sandy, President; Dr. G. A. Taylor, Bettie, 
Vice-President; Dr. H. J. Childress, Gilmer, Secretary- 
Treasurer. 

Wilbarger County Medical Society has elected Dr. Howard 
Reger, Vernon, Prisident; Dr. A. B. Garland, Vernon, Vice- 
President; Dr. Richard W. Hix, Vernon, Secretary. 

The Texas Public Health Association, at its recent meet- 
ing in Austin, elected the following officers: J. W. Butler, 
Galveston, President; Drs. Elva A. Wright, Houston, and 
J. B. McKnight, Sanatorium, Vice-Presidents; Dr. Zachary 
T. Scott, Austin, Secretary; H. W. Wroe, Austin, Treas- 
urer. 

Dr. William H. Beazley, Lufkin, has been appointed State 
Health Officer, succeeding Dr. J. H. Florence. 

The forty-third annual convention of the Texas State 
Dental Society will meet in Fort Worth, April 16-18. 
wae new city hospital at Teague was opened in Decem- 

(Continued on page 50) 


W. B. 79888 
Keystone Spe- 
cialist’s Treat- 
ment Outfit. 


Has clips for 
spray tu bes 
and bottles, 
five drawers 
and a com- 
partment con- 
taining a 
Tankless Com- 
pressed Air 
y Suction and 
Pressure Out- 
fit. 


of | heavily enameled steel. 


Built 
Complete description upon request. 


WocueR & §ON Co, 


Surgical Instrument Makers 
29-31 West Sixth St., CINCINNATI, OHIO 


CELESTINS 


Vichy in the dietary is dis- 
tinctive and important. It 
is an alkaline water of 
diuretic action, and is in- 
dicated in cases of the fol- 
lowing: 


Chronic hepatic disorders; 
gastric and intestinal in- 
digestions; acid dyspepsia; 
chronic catarrhal gastritis 
or enteritis; rheumatism; 
diabetes; inflammation of 
the bladder; and a large 
number of minor ailments. 


There is no Vichy but that 
bottled by the Government 
works at Vichy, France. 
Order and accept only 
CELESTINS Vichy, other- 
wise you are getting mere- 
ly beverage. 
A booklet on the therapeu- 
tic uses of CELESTINS 
Vichy will be sent on re- 
quest. 
HENRY E. GOURD 
General Distributor € 
486 Fourth Avenue, New York City 


| The place of CELESTINS 
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BARD-PARKER 


BARD-PARKER CO., Inc. 


SOUTHERN MEDICAL JOURNAL 


ASK YOUR DEALER 


Satisfaction—Economy—Convenience 
Blades Nos. 10 and 11 are interchangeable on Handle No. 3 


Blades: $1.50 Per Doz. Blade Delivered in Envelopes:containing 6 of one size. Handles: $1:00 Each 
37 East Twenty-eighth Street, New York 


BRAND’S BREWERS’ YEAST 


(CAPSULES) 


Vitamins are known to play an essential role in life—having much to do in the main- 
tenance of health. Brewers’ yeast is comparatively rich in water soluble B vitamin con- 
tent. As formerly used, brewers’ yeast was a wet, rather nauseous appearing, sticky 
mess, which would not “keep” more than a day or two. Its taste was very objectionable 
to many persons. 

The BRAND LABORATORIES have developed a process of drying brewers’ yeast so 
that it can be administered in capsules and still retain all of its fermentative power and 
vitamin content. It is a so-called live brewers’ yeast. 


BRAND’S BREWERS’ YEAST is the equal in every way of the wet brewers’ yeast 
obtained from the fermenting vats. It is dispensed in capsules only. 


Samples on Request 


BRAND LABORATORIES 


2530 Elston Avenue Chicago 
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FOLLOWING 
PAUL EHRLICH 


THE supreme importance of the 
arsphenamines is in their try- 
panocidal power. Lightning - like 
solubility of a drug soleiy affects 
the convenience of administration. 
The combination of maximum trypano- 
cidal value and of proper and complete 
solubility has been conserved in the pro- 
duction of 
SALVARSAN 
(Arsphenamine-Metz) 
NEOSALVARSAN 
(Neoarsphenamine-Metz) 
SILVER-SALVARSAN 


(Silver-arsphenamine-Metz) 


in conformity with the theories, formulas 
and processes of the discoverer, Paul Ehrlich. 


HA 
0: H'A'METZ LABORATORIES. Inc 0: 
122 St NEw Yoru 


(Continued from page 48) 


The Masonic Hospital, El Paso, has elected the following 
officers: Dr. Felix P. Miller, re-elected President; Dr. J 
M. Richmond, re-elected Vice-President; Dr. E. J. Cummins, 
Secretary-Treasurer. 4 

The Dallas Child Guidance Clinic was recently opened, 
The clinic was established through the commonwealth fund 
of New York. Quarters in the Baylor Hospital were given 
free of charge, and furniture and other equipment was ob. 
tained through the efforts of County Judge Arch C. Allen. 

It has been announced that improvements involving an 
expenditure of $50,000 will be made at the William Beau- 
mont General Hospital, Fort Bliss. 


Deaths 


Dr. Edwin DeMoss Lunn, Houston, aged 51, died sud- 

denly January 20 from carbolic acid poisoning. 
r. L. C. Downtain, Eastland, aged 63, died February 8 

from cerebral hemorrhage. 

Dr. Milton C. McBride, Dallas, aged 64, died February 7. 

Dr. J. H. Morrow, Blue Ridge, aged 69, died January 27 
from influenza. 

Dr. Reuben C. Fisher, Belton, aged 52, was found dead in 
his office January 30 from heart disease. 

Dr. Horace Marshall Brown, Dallas, aged 66, died Decem- 
ber 16 from aortic insufficiency. 

Dr. Robert Shelby Wilson, Gainesville, aged 58, died 
February 20 from pneumonia. 


VIRGINIA 


The Richmond Tuberculosis Association has re-elected Dr. 
Garnett Nelson, Richmond, President, and Miss Nora Spen- 
cer Hamner, Executive Secretary. 

Dr. William P. Gilmer, Clifton Forge, has gone to Korea, 
where he will work as a medical missionary under the 
auspices of the Southern Presbyterian Church. 

The contract has been let for the construction of the 
Virginia Baptist Hospital, Lynchburg. The cost will be 
approximately $200,000. 


(Continued on page 52) 


THE OLD WAY j THE NEW WAY 


TRADE 
MARK 


TRADE 


ux S TORM 


Binder"and Abdominal Supporter 


(Patented) 


For Men, Women and Children. 


For Ptosis, Hernia, Pregnancy, Obesity, 
- Relaxed Sacro-Iliac Articulations, High and 
Low Operations, etc. 
Ask for 36 page Illustrated Folder. 
Mail erders filled at Philadelphia only— 
within 24 hours. 
KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 


1701 Diamond St. Philadelphia 


Can be obtained by the use of “M-E-S-Co” 
brand of Ophthalmic Ointments. Reasons: 
Selected Chemicals, Thorough Trituration, 
Perfect Incorporation, Sterilized Tubes, 
Boiled and Strained Petroleum, Excellent 
Service, No Waste, No Dirty Salve Jar, 
Right Prices. Write for complete information. 


MANHATTAN EYE SALVE CO., Inc. 
Louisville, Ky. 


Trade Mark Registered. 


Gluten Flour 
40% GLUTEN ‘ 
Guaranteed to comply in all respects to 
standard requirements of U. S. Dept. of 
Agriculture. 
Manufactured by 
FARWELL & RHINES 
Watertown, N. Y. 


HIGH POWER 


Electric Centrifuges 


Send for ©ge) Cat. Ca 


INTERNATIONAL EQUIPMENT CO. 


253 WESTERN AVE. BOSTON, MASS. 
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Inthe Rush 
of Everyday Life \\ 
the development of the poisons © 
of fatigue, as a prominent Chicago 
physician has pointed out, are inevit- 
able. Countless physicians have learned 
from their own experience, however, 
how much can be done to prevent or 
reduce these poisons by wearing 


9 y, 


HEELS 


The resulting avoidance of shock and jars, 
prevents excessive fatigue and thus conserves 
the strength, vitality, as well as the mental 
and physical efficiency, of those who wear 
them. 

O’SULLIVAN RUBBER CO., Inc., New York City 


“The endocrines are functionally basic to all principles of physiology, in fact, endo- 
crinology is physiology, and no physician or surgeon can qualify adequately in any phase 
of medical science who is failing in knowledge of this subject. We must all be endocrinolo- 
gists to practice successfully the art of healing, which is our paramount function.” (‘‘The 
Interrelation of the Endocrines and the Vegetative Nervous System,’’ Wm. V. P. Garret- 
son, New York Medical Journal, March 15, 1922. 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic pro- 
ducts for which there is no chemical or biological assay. Every manufacturing process and all our 
product is supervised by our Analytical and Research Department. 


DESICCATED PITUITARY BODY, U.S.P. 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


SOLUTION OF POST-PITUITARY 
Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers Organotherapeutic 
of Products 


417-421 Canal Street, New York, N. Y. 
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SAVE MONEY ON 


youR X.~RAY svpp.ics 


Get our price list and discounts on quantities before you 
purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10 % TO 25 % ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick shipment. 
PARAGON Brand, for finest work; UNIVERSAL Brand, 
where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

BARIUM SULPHATE. For stomach work. 

w price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 milliamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 5 sizes of Enam- 
eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 

oe imprinting name and address. 

‘VELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid. 

ked screens. Reduce exposure to 44th or less. Double 
screens for film. All-metal cassettes. 

a GLOVES AND APRONS. (New type glove, lower 
priced. 

FILING ENVELOPES with printed X-Ray form. 
plates.) Order direct or through your dealer. 

Wl If You Have a Machine Get Yeur 

i Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, ILL. 
Southern Branch, 736 Perdido St., New Orleans. 


Finest grade. 


(For used 


(Continued from page 50) 


The Rockingham Memorial Hospital, Richmond, is the 
beneficiary of $10,000 in the will of Miss Clara Chaunceau- 
line, who died recently. 

Dr. Howard F. Smith, Surgeon, U. S. Public Health Serv. 
ice, Quarantine Officer in charge at Hampton Roads, has 
been transferred to Manila, P. I. 

Dr. William Hamilton Dulaney, Lynchburg, has been re- 
elected Surgeon to the Garland-Rhodes Camp, Confederate 
Veterans. 

Dr. Robert Hall Harrington and Miss Ruth Ione Ham- 
mond, both of Richmond, were married December 23, 

Dr. James M. Miller, Captain, M.C., U. S. Army, Fort 
Eustis, and Miss Bessie E. V. Keil, Walhalla, S. C., were 
married February 3. 


Deaths 


Dr. William H. H. Tate, Heflin, aged 81, died February 2 
from senility. 

Dr. James Philip Roy, Richmond, aged 61, died January 
25 from Bright’s disease. 

Dr. Orion Baum, Vine, aged 63, died January 9. 


WEST VIRGINIA 


The annual meeting of the West Virginia State M dical 
Association will be held in Beckley, June 19-21. 

McDowell County Medical Society has elected Dr. C. R. 
Woolwine, Davy, President; Dr. Victor L. Weatherby, 
Welch, Vice-President; Dr. J. Howard And>rson, Mary- 
town, Secretary; Dr. J. L. Sameth, Welch, Trcasurer. 


Kanawha Medical Society has elected Dr. George H. 
Barksdale, Charleston, President; Dr. Raymond H. Dunn, 
South Charleston, Vice-President; Dr. Wm. P. Black, 


Charleston, Secretary-Treasurer. 
Deaths 


Dr. Hitzel C. LeBlond, McCurdysville, aged 65, died Jan- 
uary 29. 
Dr. John W. Kidd, Burnsville, aged 66, died February 2 
from cerebral hemorrhage. 
Dr. Lester Ours, Wheeling, died at the Ohio Valley Gen- 
eral Hospital February 13 from appendicitis. 


SAVE YOUR OLD SURGICAL 
INSTRUMENTS 


INSTRUMENTS 
REPAIRED 
RENICKLED 
MADE OVER 
LIKE NEW 
Send them to us; you will be pleased. COST 


1S SMALL compared with price of new Instru- 
ments. 


Surgical Selling Company 


All Hospital Supplies 
65 FORREST AVE. ATLANTA, GA. 


CLASSIFIED ADVERTISEMENTS 


WANTED POSITION-—-Pathologist or directorship with 
hospital, clinic or group. Many years’ experience, studied at 
leading institutions, expert in all laboratory examinations 
and x-ray work. Go anywhere. X. Y. Z., care Southern 
Medical Journal. 


FOR SALE—One Kelley-Koett x-ray machine practically 
new. Machine will be guaranteed by both the factory and 
the owner to be in first class condition in every way—will 
= at s bargain. Address H. M. J., care Southern Medical 

ournal. 


FOR SALE—Complete Clow Hydro-therapeutic Equipment; 
Marble Controller Table; Electric Light Cabinet; Steel Hot 
Cabinet; Sitz Tub; Shower and Needle. Address Buckstaff 
Bath House Co., Hot Springs National Park, Arkansas. 


EXAMINATION NOTICE—An examination for the posi- 
tion of Health Officer of the City of Savannah, Ga., will be 
held on April 20-21, 1923, at the United States Marine Hos- 
pitals in Boston, Baltimore, Savannah, New Orleans, St. 
Louis and Chicago, under the supervision of the surgeons in 
charge; and at the Hygienic Laboratory, Washington, D. C. 
The Surgeon-General of the United States Public Health 
Service has appointed an examining committee composed of 
Assistant Surgeon-General W. F. Draper, Surgeon L. L. 
Lumsden and Surgeon Geo. W. McCoy. Candidates will be 
rated on personal qualifications, ability, education and expe- 
rience, in addition to a written examination. The examina- 
tion will be identical at all places held. Salary, $4,800.00 per 
annum and automobile furnished. The position is guaranteed 
free from political interference. Further information can be 
had from any of the Surgeons of the United States Marine 
Hosp.tals named above, from Assistant Surgeon-General W. 
F. Draper, Washington, D. C., or from Dr. Herman Ww. 
Hesse, Chairman Health Committee, City Hall, Savannah, Ga. 
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MADES 
INTRAVENOUS MEDICATION 


A SAFE PRACTICAL 
OFFICE TECHNIC, 


CERTIFIED 


Solutions for employment in so 
serious a procedure as intravenous 
injection should be so rigidly 
controlled during manufacture as to 
equal certification. 

The umerring accuracy and 
uniformity of certified intravenous 
solutions are obtained by the 
physician who specifies 


LOESER’S INTRAVENOUS SOLUTIONS 
“The Standard” 


Controlled by chemical, physical and animal teste. 


New York Intravenous Laboratory 
100 West 21st Street 
New York, N. Y. 


Producing Ethical Intravenous Solutions 
for the Medical Profession Exclusively. 
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Medication for 
Acute Respiratory Hypodermic Treatment 


Diseases offer an ex- Serle, Hole Far 
cellent opportunity to clrate and Soduim Arsegate, 
demonstrate the value Oil, Novocain and 80 
other formulae 

° F These hypules not only insure 
] d t d f 
of Therapeutic Im ge 

e t ici a 

Hypales tion or suspension. For treatment Hypales 

terial Vaccines. in serious and malignant diseases, hypodermic 


medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use 

laces this form of medication on a scientifie 
relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


G. H. SHERMAN, M. D. LOUIS HEISTER 


DETROIT Manufacturers of Physician's 
Specialties In Hypule Form 


List on Application CINCINNATI, onto, U.S.A. 


Bacteriological Laboratories of 


THREE REASONS TO SEND US YOUR ORDERS— 


1. We carry a large stock. You are certain to have 
them filled. 


2. We sell only goods of quality. We do not handle 


3. We give prompt service. 
i Mail, Wire or Telephone Us Your Needs Today. 


VAN ANTWERP’S DRUG CORPORATION 


Surgical Instruments and Supplies. 


Mobile, Alabama 
VAN ANTWERP 
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KEEP THE WELL BABY WELL 


Baby thrives best on-his own mother’s milk 


Common Sense Requirements for Bottle Babies: 


1.Knowledge of Baby’s 5. Regular Feeding Intervals. 
Weight. 6. Rest and Sleep. 

2. Fresh Cow’s Milk. 7. Fresh Air and Cleanliness. 

3. Water. 8. Frequent consultations with 


4. Mead’s Dextri-Maltose. the Doctor. 


MEAD’S DEXTRI-MALTOSE 
Cow’s Milk and water 
give gratifying results 
for most bottle babies. 


THE MEAD JOHNSON POLICY 


Mead’s Infant Diet materials are advertised only to 
physicians. No feeding directions accompany trade pack- 
ages. Information in regard to feeding is supplied to the 
mother by written instructions from her doctor, who 
changes the feedings from time to time to meet the nutri- 
tional requirements of the growing infant. Literature 
furnished only to physicians. 


Samples and scientific literature furnished gratis to any phy- 
sician on request. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


Toronto, Ont. London 
163 Dufferin St. 40 and 42 Lexington St. 
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STANDARDIZATION 


OF EPINEPHRIN 


LTHOUGH epinephrin 
has a known, definite 
chemical constitution, 

its activity cannot be gauged 
by chemical methods of assay. 
This is so because there are two 
kinds of epinephrin molecules, 
one of which is physiologically 
active and the other practically 
inactive—and yet both are cor- 
rectly designated by the for- 
mula C,H,,NQ3. 

The physiologically active 
variety of epinephrin has the 
property of rotating the ray of 
polarized light in the polari- 
meter to the lefé and is there- 
fore called ‘‘laevorotatory,” 
and the other—the less active 
kind—turns the light to the 
right; it is dextrorotatory. 

Chemical tests can show 
only the quantity of epinephrin 
present in a given specimen, 
but cannot distinguish between 
the active and the inactive— 
the laevo and the dextro. For 
instance, a preparation com- 
posed of 40% dextro and 60% 
laevo would be only 60% active, 
but would register 100% on 
chemical test. 

One of the unsolved chem- 
ical mysteries is the fact that 


natural 
from suprarenal glands and 
other chromaffinic tissue) is all 
laevorotatory, whereas the epi- 
nephrin that is produced syn- 
thetically is50% dextro and 50% 
laevo, though this ratio can 


be modified by subsequent 


chemical treatment, and syn- 
thetic preparations can _ be 
brought up to standard ac- 
tivity. 

The original epinephrin prep- 
aration, Adrenalin, is of course 
the natural product. But we 
are not content with the assur- 
ance of activity which the 
manufacture of the natural 
product might be expected to 
give us; every batch of Adren- 
alin is subjected to physio- 
logical assay, the pressor test. 


This consists essentially of , 


comparing the effect of the 
as yet untested specimen of 


Adrenalin on the blood pres- 
sure of an animal with the — 


effect of a known 100% stand- 
ard sample. Kymograph read- 
ings are carefully measured 
and by this means we are 
enabled to adjust every bot- 
tle of Adrenalin Solution to 


LY 100% physiological activity. 


epinephrin (derived 
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